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Introduction
Careful investigation and assessment o f the problems and characteristics presented by 
clients is the cornerstone o f the practice o f clinical psychology. Therapists must identify 
the key factors that contribute to their client’s difficulties in order to plan appropriate 
and effective interventions. The process o f assessment centres on understanding the 
client’s difficulties within the context o f a general theory about the presenting problem. 
The quality o f the assessment procedure utilised by the clinician is an important 
component o f the success o f therapy (}. Beck (1995).
The hterature cites several approaches to the process of assessment within the different 
theoretical disciplines o f clinical psychology, however, changes in the climate o f health 
service delivery means that clinical psychologists are increasingly finding themselves 
having to justify the effectiveness and cost o f what they do. The emphasis on evidence- 
based practice means that clinicians are encouraged to both participate in research and 
use research evidence to guide their practice. This presents a dilemma for many 
clinicians who are proud o f their individual clinical expertise, whilst being aware o f the 
need to utilise assessment and treatment strategies that are based on sound empirical 
evidence.
Within the cognitive behavioural therapy (CBT) approach to managing psychological 
distress, assessment and treatment planning is guided by a case formulation. The role o f 
CBT is to solve overt problems by changing cognitions and behaviour. Assessment o f a 
client’s problems and underlying cognitive mechanisms is therefore essential to the 
process o f therapy. The cognitive behavioural model has grown from a tradition of 
scientific enquiry and over the past 25 years the practice o f CBT has developed at a rapid 
rate, possible because of the congruence between CBT and the scientist-practitioner 
model (Bieling & Kuyken (2003). Although there is ample evidence supporting the 
effectiveness o f using CBT with psychological disorders such as depression and anxiety 
(see DeRubeis & Crits-Chnstoph (1998) for a review), the research evidence relating to 
the case formulation approach to assessment is sparse. This is surprising in hght o f the 
fact that CBT therapists view case formulation as central to the role o f the scientist- 
practitioner and argue that a treatment plan based on a formulation has a better chance 
o f success than one based on diagnosis within a medical model.
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Despite the lack o f empirical information available about the case formulation approach, 
it is widely endorsed as an integral part o f CBT. The aim o f this paper is to discuss 
whether case formulation is an essential, or just desirable, component o f the process of 
therapy in CBT and whether its widespread use is justified given the current climate of 
health service delivery. The discussion will focus on whether case formulation leads to 
better treatment outcomes, whether it is congruent with the principles o f evidence based 
practice and whether it achieves the benefits claimed by its proponents. These issues will 
be examined within the context o f an argument proposed by Wilson (1996), who 
believes that effective therapy is based on diagnosis o f disorders and the prescription of 
empirically validated manual-based interventions, where they are available. 
Consideration will also be given to why the case formulation approach has been so 
widely adopted given the lack o f evidence relating to its use. The discussion will begin 
with an overview of the development and theory behind case formulation.
Development and Theoretical basis of the Case Formulation 
Approach
The origins o f the case formulation approach
The cognitive behavioural case formulation approach to assessment and treatment 
planning grew from the experimental philosophy o f 1950s behaviourism and the 
recognition o f the need to move beyond psychiatric diagnosis in the management o f 
psychological difficulties. Behaviour therapists such as Wolpe and Meyer advocated 
behaviour therapy tailored to the individual, which integrated the lab based single-case 
research methodology pioneered by Shapiro and the complexities o f the clinical setting. 
The client was viewed as a scientific problem, which had to be solved within the context 
o f clinician’s knowledge about learning theory. The aim was to arrive at a valid model 
for explaining the ‘problem’ by making predictions about what the problem could be, 
testing these hypotheses and discounting false hypotheses until a scientifically sound 
explanatory model was found.
The role o f Ira Turkat
The term ‘case formulation’ was coined by Ira Turkat, a Clinical Psychologist who was a 
student o f Meyer. Turkat (1990), in Bond (1998), views case formulation as a process 
involving three components; the initial interview, clinical experimentation and
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modification methodology. Each component is linked by continuous hypothesis 
generation and testing. The initial interview is used to collect information about the 
Ghent’s difficulties, focusing on the predisposing, precipitating and maintaining factors. 
From this a clinical theory, or formulation, is developed about the aetiology and 
maintenance o f the problem. The formulation is then shared with the chent and quasi­
experimentation used to vaUdate the model, or modify it in Hght o f new information. 
The formulation is used to guide the selection o f prioritised treatment goals aimed at 
managing the problems experienced by the chent.
Turkat recognises that, although the case formulation approach is based on experimental 
methodology, clinical assessment cannot match the rigour o f laboratory based research 
and should therefore be based on reasoned hypotheses generated from the available 
clinical data and current knowledge from the psychology hterature. Turkat argues that, 
unlike the traditional approach to behavioural treatment, which focused on the most 
obvious presenting problem, the case formulation approach enables consideration of 
several complaints that are interrelated, a situation more commonly presented by chents 
in clinical settings. The formulation can also be used to inform the therapists about the 
style o f the therapeutic relationship and aids identification o f possible barriers to 
treatment.
Turkat’s approach to case formulation has influenced the development o f further 
formahsed methods of assessment and treatment planning that differ in the theoretical 
assumptions that underhe the structure and process o f the formulation. FoUowing the 
rise o f cognitive psychology and its integration with behavioural approaches to managing 
psychological distress, a number o f case formulation models have been proposed that are 
cognitive-theory based. The most notable, and widely cited, developments in the 
cognitive-behavioural case formulation hterature have been made by Persons (1989), J.S 
Beck (1995) and Needleman (1999) in Bieling & Kuyken (2003). For the purposes o f the 
current discussion attention wih be paid to Persons’ approach to case formulation, given 
that it is most widely cited in the hterature debating the need for this approach.
Persons’ cognitive-behavioural case formulation approach
Persons (1989) framework for formulating within a cognitive behavioural model 
emphasises the importance o f identifying the chent’s overt problems and their underlying
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‘core beliefs’ and ‘assumptions’ that influence their view o f themselves, the world and 
other people. The approach assumes, from cognitive-behavioural theory, that problems 
are caused and maintained by underlying mechanisms that include dysfunctional beliefs 
and maladaptive behaviours that are reinforced by environmental contingencies. 
Assessment is viewed as a multifaceted process, which recognises the role o f cognitive, 
behavioural, environmental, social and biological, factors in the cause and maintenance 
o f psychological difficulties.
According to Persons (1989), the process o f formulation begins with the construction o f 
a problem list, based on the client’s overt and most troubling presenting problems, and 
others that may not have been mentioned by the client. The therapists then identifies 
core beliefs that they hypothesise underpin the cause and maintenance o f the client’s 
problem. The causal and maintaining factors are assumed to interact with stressful life 
events or situations. The framework assumes that the formulation is a hypothesis that is 
open to change and should be shared with the client. Therapists must therefore adopt a 
flexible approach to formulation and be prepared to adapt it if information gathered at a 
later stage disproves the initial ‘theory’. Persons (1993) argues that case formulation 
enables a deeper understanding o f clients’ difficulties and facilitates the process of 
working with non-compliance and treatment set-backs or failure. She also believes that 
it provides a way o f working within an effective therapeutic relationship by involving the 
chent in the choice o f treatment.
In summary the case formulation approach provides a link between theory and practice 
by describing and explaining the factors causing and maintaining the individual chent’s 
problems using empiricaUy vahdated knowledge from the theoretical hterature. 
Proponents o f the case formulation approach argue that it has many benefits over simple 
diagnosis within a psychiatric model. They claim that it improves the description and 
understanding o f chent’s difficulties, especiaUy in complex cases (Beck (1995), that it 
enhances therapeutic alliance and that it leads to more focused interventions and 
superior treatment outcomes (Persons (1993). This assumption remains an area of 
debate within clinical psychology and there is some research evidence to suggest that 
empiricaUy vahdated manual-based treatments, selected on the basis o f diagnosis, are just 
as effective, if not more effective, than individuahsed, idiographic case formulations in
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addressing the psychological needs o f clients. This argument is summarised in a paper 
by Wilson (1996).
The Case for Manual-Based Treatments
Wilson (1996) believes that the rise in the success o f cognitive-behavioural treatment 
manuals calls into question the need for individualised case formulations. He argues that 
because manual-based treatments are derived from controlled trials, they are empirically 
validated and hence more focused. In addition, he advocates that manual based 
treatments improve standardisation and enable determination o f the quality with which 
treatments are administered, improving accountability within clinical settings. In 
comparison, Wilson views individualised case formulations as a process that is subject to 
bias due to errors in clinical judgement. This stems from its reliance on the ability o f the 
therapist to integrate their experience with information provided by the client.
Proponents o f the case formulation approach argue against this viewpoint and believe 
that case formulations are more suited to clinicians dealing with the complexities o f 
clinical practice, rather than clinical researchers, who need to use standardised treatments 
in the evaluation o f treatment outcomes. Debate therefore centres on the treatment 
utihty o f case formulations versus the advantages of using evidence-based protocols in 
clinical practice.
Standardised Treatments versus Case Formulation in Clinical 
Practice
Wilson’s (1996) argument assumes that case formulation is a purely speculative process 
that does not adopt a truly scientific approach. He believes that making links between 
underlying mechanisms and presenting problems is thwarted by the judgements and 
inferences inherent in case formulation. Given the current emphasis on evidence-based 
practice in the NHS, it is important that adoption o f assessment and treatment methods 
is backed up by demonstrations o f good reliability and validity.
Given the complex nature of clients presenting in real-life clinical settings, the 
identification and selection o f target problems is a crucial component o f case 
formulation. However, for any desired treatment outcome there can be a wide range of 
changes required to achieve the ultimate goal o f therapy (Nezu & Nezu (1993). This
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could leave large room for error, especially if therapists are not good at relinquishing 
prior beliefs, even in the face o f disconfirming evidence.
Validity o f the case formulation approach
Waddington & Morely (2000) conducted a study to assess whether in itia l case 
formulations are based on the first idea that comes to the therapists mind, irrespective o f 
its validity. They tested whether theoretical orientation and suggestion in a referral letter 
could act as a source o f availability bias. A total o f sixty quahfied and trainee clinical 
psychologists were recruited and asked to recall information about a fictional referral 
letter, describe areas where they would show further interest and suggest their initial 
hypothesis. Theoretical orientation did not appear to influence decision-making, 
although a self-report measure o f theoretical orientation showed high predictive value. 
Suggestions in the referral letter were a source o f availability bias, however, qualitative 
data from the study showed that clinicians demonstrated a healthy scepticism about their 
ideas and were keen to adopt a hypothesis-testing framework.
Despite the methodological issues with this study, it provides evidence to suggest that 
Wilson’s (1996) argument may be fallible. The evidence from this study contrasts to 
Wilson’s claim that judgement bias is well established in clinical decision-making. In 
addition, the claim that decision bias is rife in case formulation has little research 
backing. Wilson (1996) cites several studies that provide evidence for his claim, 
however, o f the nine studies reported in his paper, five were not experimental and two 
did not involve practicing cHmcians. Improved experimental manipulation in research 
studies examining the influence of judgement bias on case formulation is therefore 
required, however, it appears that at the present time there is no concrete evidence to 
suggest that case formulation should not be viewed as an essential part o f CBT on the 
basis that it is not a valid process. In addition to these findings it is important to evaluate 
the reliability o f the case formulation approach by determining whether clinicians can 
agree on a case formulation.
Inter-rater reliability of the case formulation approach
Persons et al (1995) tested the inter-rater reliability o f cogmtive-behavioural case 
formulations. They recruited forty-six clinicians and asked them to listen to part o f an
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initial interview for two anxious and two depressed clients. The clinicians were then 
asked to list overt problems and rate the cognitive mechanisms underlying the clients’ 
difficulties. Results showed generally good agreement between clinicians on the overt 
problems, with clinicians identifying 65% of overt problems correctly, but poor 
agreement in identifying underlying cognitive mechanisms (reliability co efficient for 
single judges averaged 0.46). The authors speculated that clinicians focused too much on 
identifying underlying cognitive mechanisms, leading to difficulties in recognising all of 
the client’s overt problems.
In a follow-up study to this research Persons & BertagnoUi (1999) attempted to increase 
inter-rater reliability by providing clinicians with problem domains and a more 
formalised assessment o f core beliefs. However, reliability remained poor in assessing 
underlying cognitive mechanisms (Chronbachs alpha = 0.37 for single judges). The 
evidence indicates that the case formulation approach lacks reliability, raising questions 
about whether it should be viewed as an essential part o f CBT. However, there are 
several methodological issues with the design o f this study that may have compromised 
the results obtained.
The procedures used in the research were not reflective o f ‘real’ clinical practice, for 
example, clinicians were not able to ask their own questions o f enquiry in order to 
develop their hypothesis. The authors did, however, find an improvement in reliability 
with increased level of training. Although they recognise the need to replicate this 
finding before it can be accepted without question, it suggests that the case formulation 
approach is a reliable process if combined with close supervision o f the therapist and 
collaboration with the client. These studies suggest that reliable description o f client’s 
problems can be achieved, but that the inferential aspects o f case formulation are less 
reliable. Training clinicians and providing more systematic models o f case formulation 
could improve this situation, thereby improving the argument for the use o f case 
formulation within CBT.
Comparing outcomes form manual-based and formulation guided treAtmpfiN 
In addition to evaluating the individual validity and reliability o f the case formulation 
approach, it should be possible to compare outcomes following treatment that is
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manual-based with that which is based on a case formulation. Unfortunately the 
research evidence addressing this question is sparse. Although Schulte et al (1992), cited 
in Tarrier & Calam (2002), found that standardised treatment was superior to 
individualised treatment, this study, like others comparing treatment outcomes in these 
areas, was small and the sample consisted o f clients with fairly homogenous problems. 
This suggests that case formulation may be more important with clients with complex 
difficulties.
It is evident from the discussion so far that evaluation o f whether the case formulation 
approach is an essential part o f CBT, or whether it can be replaced with simple diagnosis 
and prescription o f manual-based treatments, cannot be settled with reference to the 
research Hterature until further studies are completed. However, there are questions 
about whether one should consider the treatment effectiveness o f case formulation, as 
advocated by the evidence based practice model, or whether it is better to determine if a 
case formulation leads to a description and treatment o f a problem that makes sense to 
the chent and the therapist, even if it does not match the existing theoretical Hterature. 
Hayes et al (1987) refer to this as the treatment utiHty of a case formulation.
Treatment Effectiveness versus Treatment Utility
The assessment o f psychological distress and treatment planning has to make sense to 
the cHent. Proponents o f the case formulation approach argue that this aspect of 
formulation contributes to its abiHty to address treatment non-compHance or failure. 
Diagnoses based on classification systems such as the Diagnostic & Statistical Manual: 
Version IV (1994), (DSM-IV), rarely provide such specific impHcations for treatment, 
especiaUy if  used purely to select an appropriate manual-based protocol. In addition, 
diagnosis ignores the emotional distress caused by the experience o f psychological 
difficulties and neglects to consider the broader context in which problems arise. 
Diagnosis teUs the therapists nothing about the difference between the causal and 
maintaining factors across different cHents with the same diagnosis.
In this way, treatment manuals are conceptuaUy at odds with the features o f cognitive 
behavioural therapy as they assume that cHent’s presenting with the same DSM-IV 
diagnosis can be successfuUy treated with a common approach to therapy. This
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separation o f the assessment and treatment process, as characterised by diagnosis and 
prescription o f treatments, is counterproductive to the course o f therapy. Persons (1993) 
argues that diagnosis alone lacks depth and breadth and that there is not a singular 
relationship between dysfunctional beliefs and diagnoses. In addition, she highlights the 
fact that complex and rare psychological difficulties do not readily fit into diagnostic 
categories and that many problems presented in clinical settings are not included in 
diagnostic categories, for example, work-related stress and marital problems.
Applicability o f manual-based treatments
The problem o f the adaptability o f treatment manuals to individual differences is rooted 
in the research on which they are based. Although manual based treatments have been 
rigorously tested using controlled trials, there are methodological issues relating to the 
development o f manual-based treatments that calls into question the relevance o f such 
protocols in real life climcal settings. Manual-based protocols are derived from research 
studies using samples with very similar psychological difficulties and results are based on 
mean changes in this heterogeneous group o f research subjects. This approach is 
essential for the rigour of experimental research, however, clients’ problems are usually 
multiple, with different relationships between problems and different levels of 
importance assigned to each one. The applicability of protocols to clients seen in real 
life clinical settings will therefore depend on the congruence between causal relationships 
targeted by the treatment and those presented by the client. But how do clients 
themselves perceive the case formulation?
Client acceptability o f the case formulation approach
Again there is little research addressing this issue, however, Chadwick et al (2003) 
interviewed clients experiencing psychosis who had been treated using CBT that 
involved a case formulation being shared with them. Clients reported both positive and 
negative emotional reactions to the formulation, suggesting that it can be useful in some 
aspects and unhelpful in others. Examples o f positive comments included the client 
feeling reassured, encouraged and hopeful based on improved understanding and seeing 
a way forward. Negative emotional reactions included feeling saddened, upset and 
worried following an increased perceptions o f the complexity and long standing nature
Adult Mental Health Essay 12
of their problem. They did, however, find that therapists’ perceptions o f the therapeutic 
relationship improved following case formulation.
Barriers to using Standardised Treatment Protocols
Evidence based treatments are cost efficient and are quick and easy to administer by 
providing structured, time-limited therapies. Proponents o f their use, such as Wilson 
(1996) believe that they lead to increased standardisation, a factor that is becoming 
increasingly important in the accountability o f professionals working in the health service 
today. So why is there resistance to the adoption o f such approaches? Some clinical 
psychologists believe that categorical diagnosis and protocols are external mandates 
impinging on the clinical artistry o f the clinician and can constrain the delivery of 
appropriate care to clients seen in practice (Wolfe (1999). In addition, technological 
approaches to care can perpemate the illusion that complex clinical problems can be 
treated quickly and easily.
Further to this argument, diagnosis and prescription does not account for individual 
differences due to ethnicity, culture and gender. For example, Draguns & Tanaka- 
Matsumi (2003) reviewed the impact o f culture on psychopathology and found a huge 
range in the manifestation of problems such as depression, anxiety and schizophrenia. 
Psychotherapy such as CBT adopts a Western approach to treatment based on talking 
and practical problem solving. The challenge in clinical settings is to find ways to 
address the varying needs of clients and direct therapy in a way that is congruent with 
their beliefs and assumptions, whether religious or cultural. The case formulation 
approach allows the therapist to integrate these issues into treatment planning by making 
them aware o f the ways in which culture and other demographic factors can influence 
the formation of automatic thoughts, assumptions and core beliefs.
In summary, diagnosis and prescription o f manual-based treatments does not explain the 
multiple underlying mechanisms causing and maintaining the client’s problem and so are 
not helpful in guiding the planning o f interventions. It is also not possible to obtain 
information from a diagnosis that will inform reasons for non-compliance and treatment 
failure by predicting client’s behaviour in sessions and with homework. Tompkins 
(1999) advocates the use o f case formulations to aid solution o f client problems using a
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collaborative approach and argues that this will improve compliance with therapy. The 
case formulation approach also enables the therapist to educate clients about their 
problems, increasing a sense o f mastery over their situation.
The concern that clinical psychologists express about diagnosis and prescription of 
treatment can compromise job satisfaction by undermining the credibility o f clinical 
psychologists and restricting innovation in practice. If the therapeutic relationship 
becomes too technical this could have a negative impact on both therapist and client 
satisfaction (Haynes, Kaholokula & Nelson (1999). It is understandable that clinical 
psychologists working within a CBT framework so readily adopt case formulation. The 
forgoing argument suggests that case formulation is more than just desirable, but is an 
essential component o f CBT that defines the work of the cHnical psychologist.
Summary
The present paper has examined the debate about whether empirically vahdated manual- 
based treatments based on diagnosis alone should take precedent over case formulation 
in the cognitive behavioural management o f psychological difficulties. The aim was to 
establish whether case formulation is just a desirable component o f CBT, or whether its 
use is justified as an essential part o f therapy within this model.
Wilson (1996) argues that CBT approaches validated in controlled trials and transcribed 
into treatment manuals increase the credibility o f psychology as a science and that 
clinicians are exercises malpractice if  they do not use validated treatments. The research 
evidence evaluating the scientific nature o f case formulation is sparse and overall results 
comparing manual-based treatments and that based on case formulation are inconclusive 
at this time. However, the present discussion highlights the need to move beyond the 
research literature in evaluating the efficacy o f case formulation by considering the 
professional and real-life implications o f adopting this approach. In their role as 
scientist-practitioners there is evidently a need for clinical psychologists to use 
information from research literature, however it is important to recognise that as 
professionals, clinical psychologists have a great deal of knowledge from their own 
evidence base o f experience and intellectual inquiry across disciplines The training o f 
clinical psychologists is rooted in the science o f psychology, ability to critically evaluate
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and apply research evidence, whilst integrating this knowledge with their own experience, 
is paramount.
It can also be argued that developing a formulation is not as unconstrained as Wilson 
(1996) suggests; the clinician must root their formulation in theory for it to be useful, but 
at the same time use their clinical judgement to tailor the treatment to the needs o f the 
client. With complex cases they will be required to go beyond the literature, whilst using 
knowledge from other areas o f their work. Supervision and continuing professional 
development allows clinicians to check their speculation and inferences with other 
colleagues to ensure that they are making reliable and valid judgements. Formulations 
bring together theory from the literature and clinical judgement. This is what clinical 
psychologists do that is different from the advice o f a family member or friend. It 
defines the work o f the clinical psychologist.
Although it remains unclear at the present time whether case formulation is based on 
empirically sound methodology, the approach does enable flexibihty by allowing the 
clinician to tailor treatments to the needs o f the individual, after all very few clients fit 
the textbook descriptions o f psychological difficulties. This is o f paramount 
importance given the huge social, cultural and religious diversity o f clients presenting in 
psychology departments across the country and adds to the treatment utility o f the case 
formulation approach. Bond (1998) argues for a combination o f the two approaches, 
with manual-based treatments being used to meet the needs of the client identified by 
the case formulation and the case formulation being used to tailor based
treatments to the individual client.
In practice clinical psychologists probably rely on their own approach to case 
formulation, instead of using formalised methods outlined in the literature. Although 
there is no research evidence to date examining differences in the efficacy o f real-world 
and formalised systems o f formulation, for purposes o f standardisation and increased 
accountability it could be argued that steps should be taken towards producing more 
structured approaches to formulation that can be readily disseminated to clinicians. In 
addition, inter-rater reliability could be improved by elaborating on the cognitive theory 
upon which judgements are based. At present no single mechanisms is know to underlie
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certain presenting problems in anxious, depressed etc clients. The production o f more 
detailed models explaining patterns o f dysfunctional beliefs that are related to particular 
client symptoms and characteristics would be beneficial. However, lack o f specificity in 
the cognitive behavioural model upon which case formulations are based allows for truly 
idiographic case formulation.
Conclusion
In summary is appears that, although there is a need to empirically validate the process of 
case formulation, its integration in the professional identity of the clinical psychologists 
suggests that its use is more than just desirable to a number o f practicing clinicians. The 
BPS (2001) advocates the use o f formulation as a way o f summarising and integrating 
knowledge acquired from the assessment o f clients and argues that intervention should 
be based on this formulation. In addition cognitive-behavioural case formulation is 
routinely taught on doctoral training courses. These facts further compound the 
argument that case formulation should remain an integral part o f the profession of 
clinical psychology, not just those working within the CBT model.
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Introduction
Epidemiological studies have found that anywhere between 30 to 60% o f people with a 
learning disability display challenging behaviour. The prevalence o f such behaviour 
tends to be higher in people with a severe learning disability, those with sensory and 
communication impairments, and in younger men. Emerson (1995) defines challenging 
behaviour in people with a learning disability as a ‘culturally abnormal behaviour o f such 
an intensity, frequency or duration that the physical safety o f the person or others is 
likely to be place in serious jeopardy, or behaviour which is likely to seriously limit use 
of, or result in the person being denied access to, ordinary community facilities’.
Whether behaviour is defined as challenging depends on the context in which it exists, 
however, examples include self-injury, verbal and physical aggression, damage to 
property and over-activity (see Emerson et al, 1997a). Challenging behaviour commonly 
starts in childhood, escalating in the teenage years and persisting into adulthood (Kieman 
et a l, 1997). The potential risks and social consequences associated with challenging 
behaviour can severely limit an individual’s quality o f life. In addition, it presents a 
complex issue for carers and service providers alike. The challenge for services is to find 
effective ways o f determining the function o f challenging behaviour, and to develop 
interventions that optimise the client’s quality o f life.
A large proportion o f professionals working with the learning disabilities population 
utilise a behavioural approach in the assessment and management o f challenging 
behaviour. Within the current culture o f clinical governance clinicians must ensure that a 
secure evidence base supports the approaches they use. The existing literature provides a 
wealth o f research examining the effectiveness o f behavioural approaches in managing 
challenging behaviour; however, in practice these approaches are not always effective, 
particularly in the long term. Behavioural assessment tends to place less emphasis on the 
role o f developmental history, with interventions neglecting work at the emotional or 
cognitive level. Some o f the limitations o f behavioural therapy could be addressed by 
considering concepmalisations o f challenging behaviour presented by alternative 
theoretical models.
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The aim o f the present paper is to discuss the contribution that attachment theory could 
make to our understanding o f challenging behaviour in people with a learning disability. 
This theoretical model o f human development postulates that the child’s bond, or 
attachment, to their mother or main caregiver is integral to survival and that the quality 
o f this attachment is important for later social functioning. Research suggests that, 
whilst two thirds o f children sampled in Western Europe are securely attached, the 
prevalence o f secure attachments in children with a learning disability is significantly 
lower (van Ijzendoorn et al, 1992). Could this difference in attachment status help us to 
understand the function o f challenging behaviour in people with a learning disability?
In an attempt to answer this question, evidence relating to the link between attachment 
status and development o f challenging behaviour will be reviewed, with a discussion of 
how these theoretical models could aid our understanding o f challenging behaviour in 
the learning disabled population. Although research exists on attachment in adulthood, 
the present paper will focus on how attachment formation in early life could be used to 
explain challenging behaviour in childhood, adolescents and adulthood. The limitations 
o f the empirical literature available will be examined. The specific life experiences of 
learning disabled people will also be used to demonstrate how this client group may be at 
increased risk o f developing insecure attachments. Finally, the clinical implications of 
attachment theory will be considered. Before these issues are addressed an overview of 
attachment theory will be provided.
Attachment Theory
The Contributions o f Bowlby. Ainsworth & Main
Attachment theory was initially developed by John Bowlby (1969, 1973, 1980) who 
wanted to propose an alternative to psychoanalytical insights into the mother-child 
relationship to explain his observations o f the impact o f maternal deprivation on the 
behaviour o f juvenile delinquents. Bowlby drew on concepts from ethology and viewed 
infant bonding, or attachment, behaviours as innate survival responses that maximise 
proximity to the mother and reduce the anxiety experienced by the infant when 
distressed or frightened. As the infant develops, an internal working model o f the 
attachment is built and is used to plan attachment behaviours and predict caregiver
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responses. These mental representations o f the self, others and relationships are also 
used as a blue print that guides later interpersonal and social functioning.
Bowlby beheved that problems in the development o f good quality, or secure, 
attachments could lead to child and adult psychopathology. Problematic attachments 
develop when mothers are insensitive to the child’s requests for security or comfort, or 
when the child lacks the presence o f consistent caregivers. Since the original publication 
o f Bowlby’s original work a number o f amendments have been made to attachment 
theory, namely, attachment theorists no longer believe that secure attachments have to 
develop during the first year o f life, and that infants tend to develop a number of 
attachments with those people within their care giving network, not just their mother.
Bowlby documented various sources o f evidence to validate his theory, however, 
empirical evidence for attachment theory was not estabhshed until Ainsworth et al. 
(1978) developed the Strange Situation paradigm. These researchers developed an 
attachment classification system based on the reunion behaviours o f 12-month-old 
babies with their primary caregiver in an experimental simation. They identified 
individual differences in babies’ attachment status based on the attachment behaviours of 
the child. Attachment stams was classified into three types:
• Type B: the securely attached child, characterised by a caregiver who was consistently 
sensitive and responsive to the child’s attachment behaviours.
• Type A : the avoidant attachment, characterised by caregivers who were consistently 
rejecting o f the child’s attachment directed behaviours.
• Type C: the resistant!ambivalent attachment, characterised by caregivers who were 
inconsistent in their sensitivity and responsiveness to the child.
Children in all three groups use some form o f organised behaviour to obtain proximity 
to their caregiver in an effort to manage their anxiety or distress in the strange situation; 
however, the behavioural strategies used to achieve proximity vary. Securely attached 
children use their caregiver as a ‘secure base’ from which they explore their environment. 
Insecurely attached children who are avoidant use emotional containment to deny or 
hide their distress. Finally, insecurely attached children who are resistant or ambivalent
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have to use exaggerated attachment behaviours to get their caregivers attention, this 
includes angry behaviours such as clinging, whining and crying These children show 
minimal exploration o f their environment, choosing to stay close to the caregiver.
The Strange Situation provided important information for attachment theorists; 
however, several researchers found that the behavioural classification system did not 
account for the behaviour observed in some children. To address this issue Main & 
Solomon (1986) proposed a fourth category; the disorganised attachment. Children in 
this category are insecurely attached, but unlike those in Ainsworth’s classification, they 
do not show a coherent, organised strategy to manage their anxiety. They tend to exhibit 
odd, contradictory behaviours that are charcteristic o f those seen in the context o f fear 
and confusion. The behaviours reflect an experience o f stress and fear that the child 
cannot resolve because the caregiver is the source o f fear. Van Ijzendoorn (1995) found 
that the caregivers o f these children tend to be maltreating or have experienced 
unresolved loss o f their own attachment figure or some other traumatic event.
The main body o f research in attachment has focused on the implications o f differences 
in the child’s perceived security of attachment on later functioning in adulthood. Studies 
have examined the relationship between attachment classification and a huge variety of 
outcomes, including relationships with others, academic performance and a number o f 
indicators o f psychopathology. However, research into the link between attachment 
style and challenging behaviour with particular reference to people with a learning 
disability is limited. In order to fully appreciate how attachment theory could help our 
understanding o f challenging behaviour in this cUent group, we also need to consider 
research with ‘normal’ populations. The discussion will begin with a description o f the 
evidence that suggests that there is an association between attachment style and 
challenging behaviour.
Early Attachment Status and the Development of Challenging 
Behaviour
General consensus suggests that people who are securely attached as children are less 
likely to develop psychological problems later in life. Researchers have generally found 
that the ‘insecure’ and ‘disorganised’ styles o f attachment are more predictive o f
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maladaptive functioning. In addition there is evidence from research with learning 
disabled individuals that this client group are more at risk of developing insecure, in 
particular disorganised attachments (see Van Ijzendoorn et a l, 1999, for a review).
Disorders o f attachment are recognised in ICD-10 and DSM-IV and are defined as 
mental and emotional disorders. Reactive attachment disorder (RAD) is the most 
commonly occurring disorder o f attachment. The behavioural consequences o f RAD 
include destructive behaviours towards self, others and property, cruelty to others, 
stealing and lying, hoarding or gorging and preoccupation with fire and blood, 
behaviours that can all be defined as challenging. However, there has been no discussion 
about whether this group of classifications are applicable to the learning disabled 
population.
Waters et al (1993) conducted research into disruptive behaviour problems in non­
disabled children and found that an ‘insecure’ attachment status independently predicted 
development o f challenging behaviours. This finding was replicated by Clegg & Sheard 
(2002) in a study o f 54 school leaves with learning disabihties and their carers. These 
authors found that those people who showed ‘over-investment in one or a few 
relationships which become a source o f jealousy’ were significantly more likely to show 
challenging behaviour. These types o f relationships were hypothesised to indicate 
consequences o f insecure attachment formation in childhood and not just poor social 
skills.
There is also evidence that suggests that the disorganised style o f attachment in 
childhood is a stronger predictor o f later behavioural, psychological and relationship 
problems. For example. Van Ijzendoorn et al. (1999) conducted a meta-analysis o f the 
precursors, concomitants and sequelae o f the disorganised style o f attachment. Their 
analysis o f over 80 studies highlighted the role of this style o f attachment in the 
development o f psychopathology, in particular disruptive behaviours, which were 
associated with a large effect size. The effects o f a disorganised style appeared to persist 
into school age and beyond.
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Although there is limited availability o f research addressing the specific link between 
attachment and challenging behaviour in particular, the literature cites a wide range of 
studies examining the association between attachment and psychopathology, including 
conduct disorder (Greenberg et a l, 1993), and anti social and personality disorder 
(Patrick et al., 1994 as cited in Rutter, 1995). The behavioural consequences of 
psychopathology in people with a learning disability could all be defined as challenging in 
some form, in that they may present a risk to the individual or could increase the 
likelihood that they will be excluded from everyday community facilities for their own 
and others safety.
Several studies indicate that there is some evidence to suggest that attachment style can 
be used to predict development o f challenging behaviour, whether direcfiy or indirectly, 
through predicting development o f psychopathology. It certainly seems worthwhile to 
investigate how attachment theory could aid our understanding o f challenging behaviour 
in people with a learning disabihty; however, this requires that we have an understanding 
o f the mechanisms that underlie this relationship, without which interventions would be 
hard to design. Unfortunately it is less clear how the attachment style-challenging 
behaviour relationship operates and research is generally suggestive.
Formulations of the Link Between Early Attachment Status and 
Development of Challenging Behaviour
A number o f theoretical explanations o f how insecure attachment leads to challenging 
behaviour in childhood and beyond have been proposed. The general tenet o f these 
theories suggest that insecure attachment leads to increased stress in attachment related 
situations, which when coupled with poor emotion regulation, result in externalised 
behaviour to reduce anxiety. Therefore, it is the deficits in the individual’s ability to cope 
with their emotions caused by maladaptive attachment experiences as a child that 
provides the motivational basis for challenging behaviour. Bowlby’s (1973, 1980) 
original theory postulates that the changes in the cognitive appraisal system in insecurely 
attached children are responsible for the increased risk o f developing psychopathology. 
More recent theories support this idea that cognitive biases result in poor emotion 
regulation, however there is also evidence to suggest that there may also be a biological 
explanation.
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Lay et al (1995) suggest that children use their expectations and beliefs about a situation 
to plan their attachment behaviour and reduce their experience o f distress, however, for 
insecurely attached children this process can be maladaptive. In this way. Lay and 
colleagues argue that challenging behaviour is not part o f the individual’s repertoire of 
attachment behaviours per se, but is the result o f their inability to reduce their distress 
using effective attachment behaviours. These authors found differences in securely and 
insecurely attached non-disabled children’s ability to regulate their emotions using 
positive and negative mood induction vignettes. Both securely and insecurely attached 
children found mother-involved negative vignettes as potential emergency situations, but 
the insecurely attached children chose to transform the situation to something less 
distressing rather than engaging in attachment behaviours. Similarly, insecurely attached 
children failed to use an emotion regulation technique in no-mother vignettes.
With particular reference to the attachment-challenging behaviour link in people with a 
learning disability, Janssen et al (2002), similar to Lay et al, view challenging behaviour as 
a maladaptive response to an inability to control anxiety and stress due to the lack of 
coping strategies available to people with intellectual impairments. These authors 
hypothesise that differences in ability to regulate stress can be attributed to differences in 
attachment relationships formed in childhood. When the attachment figure is a source 
o f fear and unpredictability, as in the disorganised classification, there is a breakdown in 
the individual’s ability to regulate their distress such that the regulating mechanism o f the 
attachment system fails to operate in situations that evoke attachment behaviours. For 
example, Clegg & Lansdall-Welfare (1995) suggest that challenging behaviour in people 
with a learning disabihty is a form o f separation protest in people who formed insecure 
attachments as children.
Bradley (2000) proposes that the disorganised attachment style inhibits development o f 
the stress-coping systems located in the right hemisphere o f the brain such that stress 
cortisol levels remain high after the attachment system is activated. Panksepp et al. 
(1985) as cited in Nelson & Panksepp (1998) beUeve that attachment behaviour is partly 
mediated by opiates. These researchers argue that the distress symptoms produced by 
separation are similar to those seen in people withdrawing from narcotic substances, and 
hence explains why insecurely attached people show aggression when coping with loss
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of, or conflict within, an attachment relationship. In normal development secure 
attachment allows the caregiver to help the infant regulate their physiological and 
hormonal systems. Over time the child learns to achieve this regulation itself. However, 
inconsistent attachment experiences do not provide these learning oppormnities for the 
insecurely attached child leading to difficulties in biological regulation later in life.
In summary, the evidence reviewed suggests that professionals working with learning 
disabled clients could benefit from understanding challenging behaviour as a maladaptive 
strategy for reducing the distress induced during interpersonal situations in individuals 
with a developmental history o f insecure attachments. This may have both a 
neurochemical and hormonal basis, or could be caused by biases in the individuals 
cognitive representations of themselves, others and relationships. How these 
concepmalisations o f challenging behaviour could be applied to interventions with the 
learning disabled population will be considered later, however, within the current culture 
o f NHS services it is important to consider the quality o f the research that suggests it 
may be worthwhile to include attachment history in the formulation and management of 
challenging behaviour.
Limitations of Attachment Research
Research with ‘Normal’ Populations
A large proportion o f the research into attachment utilises Ainsworth’s Strange Simation 
paradigm to differentiate between securely and insecurely attached individuals. 
However, this methodology has its limitations. The experiment only provides a snapshot 
o f the child’s behaviour under stress, increasing the likelihood o f identifying false 
negative classifications. The alternative is to use more detailed naturalistic observations 
in the child’s individual context; however, this is a labour intensive exercise in terms o f 
time and money. In addition, attachment behaviours can be difficult to observe and can 
be subtle. Researchers have become very skilled coders but there is only sufficient inter­
rater agreement for research purposes. The question still remains about the clinical 
significance o f the inter-rater reliability.
The generalisability o f the Strange Simation to the general population is also an area for 
concern. Ainsworth’s classification system was originally based on research with middle
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class children in stable family homes and research has shown that there are differences in 
the distributions o f attachment classifications across different cultures (see van 
Ijzendoorn & Kroonberg, 1988). There is also some debate over whether attachment 
classifications reflect individual differences in temperament rather than differences in 
quality o f caregiver-child attachment. Vaughn et al. (1989) found evidence supporting 
several other studies that temperament alone does not predict attachment security. 
However, temperament can influence the expression o f certain behaviours that reflect 
underlying negative emotions in the strange situation.
Studies addressing the specific consequences o f disorganised attachments are relatively 
recent and not well documented, with the majority focusing on using Ainsworth’s three 
categories. Therefore, there is a limit to the validity o f this classification at the present 
time. In addition, the relatively recent addition o f the ‘D ’ classification in research may 
mean that some o f the children originally classified as secure using the Ainsworth coding 
system may have had insecure, disorganised attachments. This suggests that earUer 
studies may have underestimated the extent o f insecure attachments in the populations 
sampled.
Finally, research findings that suggest a link exists between attachment and 
psychopathological outcome are merely correlational. It is not possible to infer a causal 
relationships between attachment and challenging behaviour from these studies. It is 
very likely that, in practice, attachment style interacts with a range o f factors in 
determining challenging behaviour. Therefore it is essential to ask whether attachment 
style is a causal factor or merely a mediating factor in the development o f challenging 
behaviour.
Research with Learning Disabled Populations
The literamre shows that there is an over representation o f insecure, especially 
disorganised, attachments in people with a learning disability. However, it is important 
to address the issue of the reliability and validity o f attachment research with this client 
group, as a number of studies have utihsed the same techniques used with non-disabled 
populations. For example, Vaughn et al (1994) found an over estimation of
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disorganised attachment in children with Down’s syndrome, however this could be due 
to the inapplicability o f the strange situation as an assessment tool with this client group.
The sequence o f cognitive and emotional development for Down’s syndrome individuals 
occurs in the same sequence as non-leaming disabled individuals, but it is delayed. 
Studies comparing the attachment styles o f same age Down’s syndrome and non­
disabled children would therefore be inappropriate as the Down’s syndrome children are 
likely to be at a different phase in the development o f their attachment relationships. In 
addition, these clients tend to be less sensitive to cues o f danger in the environment and 
display dampened emotional responses (Serafica & Cicchetti, 1976) increasing the 
likelihood that they will be classified as insecure.
Despite reservations, research has demonstrated the validity o f the Strange Situation for 
use with children with Down’s syndrome (Vaughn et al, 1994), however, it still remains 
to be validated with more severely intellectually impaired children. Vondra et a l (1999) 
found that lower functioning individuals were less frequently classified as secure, 
supporting previous findings. The coding system o f the Strange Simation may not apply 
to these clients because their behaviours in the experimental simation may be symptoms 
o f their neurological deficit, not their quality of attachment (Pipp-Siegel et a l, 1999). 
Research with these client groups has therefore relied on non-standardised procedures. 
However, even smdies that modified the coding system by excluding certain stereotypical 
behaviours found that the disorganised pattern o f attachment was more common in 
children with pervasive development disorder and intellecmal impairment (Ganiban et al, 
2000, as cited in Janssen et al, 2002).
Despite the limitations o f attachment research with the learning disabled population, 
there is still some evidence to suggest that confidence can be placed in data which shows 
that the prevalence of insecure attachments is greater in this client group. These findings 
imply there must be factors associated with the developmental history o f people with a 
learning disability that reduce their oppormnities for developing secure attachments. 
Although mechanisms for the association between attachment style and challenging 
behaviour provide possible areas for intervention with this client group, it may be more 
fruitful to address the risk factors that people with learning disabihties are exposed to
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and intervene at this level where possible to rniiiirnise the likelihood that they will form 
insecure attachments.
Why are People with Learning Disabilities at Increased Risk of 
Developing Insecure Attachments?
Bowlby concluded that in order for a person to form a secure attachment they must have 
a sensitive and responsive caregiver and experience consistency o f care. The discussion 
so far has also highhghted that experiences o f separation and loss and maltreatment have 
all been associated with an increased likelihood of developing an insecure attachment. 
Compared to the general population, people with learning disabilities are more likely to 
be exposed to these adversities or to experience disrupted parental behaviour. For 
example, many o f these clients are separated from their parents and placed in residential 
homes, where historically the culture o f this care reduced opportunities to foster adaptive 
emotional development. Due to their impaired abilities they are also more vulnerable to 
abuse and neglect.
It could be hypothesised that due to communication difficulties some learning disabled 
infants may not display those behaviours that would motivate their caregivers to interact 
with them, for example laughing, crying, eye contact and smiling. This lack of 
responsiveness may constrain the caregiver’s sensitivity to the child’s needs and disrupt 
the attachment cycle. If  the child has a severe physical disability or unusual facial 
appearance, this could also reduce the caregiver’s overt expression o f affection. In 
addition, the increased stress o f having a child with a developmental disability may also 
be associated with depression in caregivers and problems with family interaction. 
Research has indicated that children are more likely to develop a disorganised attachment 
if their mother is depressed, as care-giving behaviours are hampered by the intense 
emotional distress they are experiencing.
A repeated theme in the literature on caregivers o f learning disabled individuals is 
reaction to diagnosis. It has been suggested that for some parents, giving birth to a child 
with a disability represents a crisis and initiates a grieving process as they m ourn the loss 
o f the ‘perfect chüd’ (Bicknell, 1983).
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Resolution o f this grief is important for the sensitivity and effectiveness o f parenting and 
acceptance o f the disabled child can influence bonding. Marvin & Pianta (1996) found 
that parental non-resolution following their child’s diagnosis o f cerebral palsy was 
associated with insecure attachment o f the child. This research suggests that parents 
need to integrate their conflicting internal representation o f the child, if  not they may 
misinterpret cues from their child, avoid intimate physical contact, be angry or depressed 
in response to attachment behaviours or put demands on the child above their abilities. 
Although it would appear that a diagnosis o f a learning disability is a risk factor in 
isolation, this research suggests that the increased risk may acmally be associated with 
how parents resolve their child’s diagnosis.
Finally, Serafica & Cicchetti (1976) suggested that the key to forming secure attachments 
is the development o f object permanence, a fundamental cognitive capacity for the use 
o f a secure base. However, this cognitive abiUty does not develop until the third or 
fourth year o f life and not all learning-disabled individuals will attain this level of 
functioning. In addition, it is widely accepted that a characteristic or Autistic Spectrum 
Disorder is an inability to develop shared meaning, which would reduce the child’s 
motivation to form a goal-corrected partnership with their carer.
Clinical Implications of Attachment Research
The discussion has shown that conceptuaHsing challenging behaviour in terms o f 
problems with attachment formation in childhood could have some utility with people 
with a learning disability. However, theoretical formulations are only valuable to the 
extent that they can guide worthwhile and effective interventions. It is likely that 
challenging behaviour may be effectively formulated and managed in terms of 
behavioural concepts, but interventions may be improved by thinking about attachment 
style in childhood as an establishing operation, which provides the motivation for 
challenging behaviour.
The stress regulation hypothesis suggests that interventions aimed at improving clients 
coping resources would be beneficial. Russell & Harris (1993) conducted a study on 
behalf o f the Department o f Health to evaluate the effectiveness o f interventions and 
services provided for learning disabled clients. They found that those therapeutic
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interventions that focused on developing social relationships and communication skills, 
rather than addressing the challenging behaviour directly, were more effective. These 
authors argue that services should focus on quality of interactions between service users 
and providers.
It is no longer accepted that attachments must form with mothers during first few days 
following birth, suggesting that attachments can develop over time. It could therefore be 
possible to intervene and improve client’s existing relationships using education and 
professional support. Challenging behaviour can also disrupt existing secure base 
relationship. Interventions should therefore look at not just establishing secure 
relationships, but re-establishing those that have been damaged by the behaviour. 
Attachment theory can be used to define how parents and carers should respond and 
what their relationship with the client should involve. This approach could also be used 
to address relationships formed in later life and in different contexts, for example with 
peers and parmers.
In terms o f addressing the risk factors associated with developing an insecure 
attachment, work could also be aimed at enabling parents to resolve their child’s 
diagnosis at an early stage. This could be combined with practical and emotional support 
provided by parmers and extended family, and by considering the attachment behaviour 
o f the parent as a child, as there is evidence to suggest a trans-generational transmission 
o f attachment style exists. For those individuals placed into residential care, Rutter 
(1981) states that people are able to make attachments with substimte caregivers, and this 
can increases their ability to cope with emotional distress. Originally staff were reluctant 
to form relationships with clients because potential separations were deemed to be 
potentially damaging, however Rutter argues that lack o f oppormnities to form selective 
attachments is likely to be more distressing than separations.
Although the possible benefits o f addressing attachment issues in interventions seem 
promising difficulty remains over how to assess the attachment stams o f  an individual 
with a learning disability. Jannssen et alls (2002) explanatory stress-attachment model o f 
challenging behaviour suggests that the attachment stams o f people with learning 
disabilities could be inferred by measuring their stress cortisol levels following separation
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from an attachment figure, but the feasibihty o f this approach is questionable. Marvin & 
Pianta (1996) used a standardised rehable procedure, called the Reaction to Diagnosis 
Interview (RDI), for assessing parents success in resolving grief following the birth o f a 
learning disabled child. Since childhood attachment stams is linked with later 
functioning it could provide a useful tool for predicting possible development of 
challenging behaviour. However, it is still unclear what the specific effects o f unresolved 
grief are on care giving practices and how these affect attachment stams.
George et aL (1996) developed the Adult Attachment Interview to assess attachment style 
from interviews with adults. The interview requires the respondent to effectively reflect 
on their thoughts and feelings. This process is particularly difficult for people with a 
learning disability and so would not be suitable for use with this client group. Smith & 
McCarthy (1996) developed a semi-structured interview specifically for people with a 
learning disability and found the tool to have high reliability and good predictive value in 
terms o f behaviour and self-esteem. This tool may be effective in establishing quality o f 
attachments retrospectively for clients in adulthood; however, it is only suitable for use 
with those clients with a milder disability. Assessment o f clients with more severe 
impairments will generally have to rely on behavioural observations and interviews with 
carers, making the procedure less reliable.
Conclusion
As orientating principles the assumption that family history and experiences are 
important in the development o f challenging behaviour must not be overlooked. 
Attachment theory is compatible with more modem theories o f learning and cognition 
and could provide valuable information to aid our understanding o f challenging 
behaviour. However, research into attachment related issues with the learning disabled 
population has not received the degree o f attention as that with ‘normal’ populations and 
there are questions about the applicability o f the methodologies employed. In addition, 
the search for the mechanisms that lead to insecure, particularly disorganised, 
attachments has only recendy begun.
It is unlikely that attachment explains all the behaviours observed under the challenging 
behaviour umbrella. The function of behaviour can change over time and contexts.
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Challenging behaviour may have origins in attachment issues, but by adulthood the 
behaviour could be occurring for very different reasons. Attachment is also affected by a 
number o f variables that are associated with challenging behaviour; stress, 
biological and attachment variables are all interrelated. The challenge is to integrate 
learning, biology and family experience in explaining challenging behaviour. A 
concepmal understanding o f the link between attachment, other factors and challenging 
behaviour that can guide intervention will benefit from longitudinal studies using well- 
defined outcomes and there is a need to achieve specificity in assessments o f attachment 
with this chent group.
Early relationships are obviously very important in the behavioural problems that people 
develop, whether they have a learning disability or not, however, caution must be taken 
not to over emphasise the role o f attachment at the cost o f considering other factors. 
There is still much to learn about attachments and how they influence later functioning 
and theories require clarity about the interrelatedness between attachment variables and 
other factors in the development o f challenging behaviour.
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Introduction
According to the Office for National Statistics over 150,000 children and adolescents in 
England and Wales experienced the divorce o f their parents in 2003. Given the rising 
trend in divorce rates in the UK and United States, the effect o f parental separation on 
children has become an essential issue for both families and society as a whole. When 
couples with children divorce the common behef between the separating partners is that 
it is for the best. Flowever, despite four decades of research, debate stiU exists about the 
short and long term psychological effects o f this experience on children. From one 
perspective, attimdes towards divorce are beheved to be too hberal, ignoring the 
devastation that parental separation can cause and the seriousness o f the consequences it 
has for those children affected. In opposition is the view that divorce does not have the 
detrimental impact that some researchers report, and that in cases where the child is 
hving within a highly confhctual marriage, divorce can actuaUy have positive 
psychological effects.
In this essay I wiU examine the debate that exists in the research Hterature on divorce 
with the aim of exploring whether ‘divorce is bad for children’ and contexts in which this 
may not be the case, with particular emphasis on the psychological effects that parental 
conflict can have on children. The existing evidence base is huge and although there is a 
large amount o f research examining how the effects of divorce transcend into adulthood, 
the aim o f the current paper wül be to focus on the particular effects on children and 
adolescents. In addition, when considering the impact of parental conflict on the 
psychological well being of children, the effects o f abusive marriages will not be included 
in the discussion. The evidence o f the detrimental effects o f violence on children has 
been well documented and it is widely accepted that children are better o ff when such 
marriages end.
The discussion will begin with an overview o f the nature o f the negative psychological 
effects associated with children’s experience o f divorce that have been identified by 
researchers working in the field. Since there are considerable differences in the 
conclusions researchers have drawn from their work I will also consider why such 
findings are so divergent with reference to methodological issues. This will lead into a 
discussion o f the postmodernist movement in research on divorce, which views divorce
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as a process involving a number o f stressful events. Finally, I will consider situations in 
which divorce may acmally improve psychological adjustment o f children by examining 
the impact o f parental conflict. I will conclude with a discussion o f tlie imphcations that 
research on divorce has for clinical practice.
The Impact of Divorce on Children’s Psychological Adjustment
Research activity in the area o f divorce began to emerge with force in the 1970s in 
response to the growing rate o f marital breakdown. Most o f this early research focused 
on the impact o f father absence on the psychological adjustment o f boys, linking one 
parent, mother-headed households with childhood delinquency. In the 1980s and 90s 
there was an increased interest in the multiple factors that are associated with divorce 
and the impact these have on outcomes for children. Smdies were mainly concerned 
with the short term impact o f divorce, with the exception o f the Cahfomia Children of 
Divorce Project by Judith Wallerstein and Joan Kelly. It was not until the late 1990s that 
researchers were able to use longimdinal smdies to investigate the impact o f divorce in 
more detail.
The research literamre is strewn with statements about the effects o f divorce on children. 
In general empirical researchers have found that, compared to children liv in g  in intact 
famihes, those living within a single parent household as the consequence o f divorce 
score lower on a variety of psychological outcomes. Amato & Keith (1991b) conducted 
a meta-analysis o f 96 quantitative smdies conducted between the 1950s through to the 
1980s that compared children living in divorced families and those living in continuously 
intact famihes. The analysis showed that children with divorced parents scored 
statistically significantly lower on outcome measures assessing psychological adjustment, 
including depression and anxiety, conduct problems such as aggression and 
misbehaviour, self esteem, self efficacy, social relationships and academic achievement. 
Effect sizes ranged from -0.08 for psychological adjustment to -0.26 for father-child 
relationships. Amato (2001) later updated this smdy by conducting a meta-analysis o f 
those smdies conducted in the 1990s, which included 67 smdies comparing the two 
groups o f children. Again those children from divorced famihes scored lower on the 
fore mentioned outcomes.
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Reifman et al (2001) also conducted a meta-analysis o f studies conducted in the 1990s 
and organised outcomes into seven categories. These researchers found similar results to 
Amato, with effect sizes ranging from -0.04 for mother-chdd relations, to -0.49 for 
father-child relations. Although the effect sizes are small these meta-analyses 
demonstrate that they are relatively consistent across studies. However, Amato (1994) 
highUghts the point that average differences do not mean that children who experience 
divorce are always worse off than those who have not. He points out that, overall, the 
children are more similar than different in the psychological problems they experience. 
The key difference appears to be in the frequency that problems occur, for example 
Hetherington (1993) reported that around 10% of children from intact families have 
psychological problems that require professional help, but that 26% o f boys and 34% of 
girls from divorced families were in the problematic range. Therefore, these researchers 
argue that most children of divorce do not experience significant psychological 
problems, but more children in this group than in intact families may have difficulties 
that require professional help. Moreover, these researchers believe that, although the 
initial crisis associated with divorce is traumatic, most children recover within two to 
three years.
In comparison there has been little research addressing the specific impact o f divorce on 
young children. In terms o f a developmental model, the child’s stage o f cognitive and 
social development is likely to determine how they make sense o f and adjust to the 
separation o f their parents. Studies looking at the effect o f divorce on younger children 
find that the effects on boys appear to be more immediate and dramatic, especially when 
residing in mother-headed households. Boys show increased extemahsing problems 
such as aggression (Block et al, 1985). Girls appear to be less affected until they reach 
adolescents, when they are more likely to drop out o f school and show more aggressive 
and sexually promiscuous behaviour. Sun (2001) found in a study involving adolescents 
with a mean age o f 16 years, that girls and boys are equally affected. Therefore, whereas 
girls appear more resilient at a younger age, during the turmoil o f adolescents the stress 
o f divorce seems to impact on both sexes to the same degree.
Wallerstein & Kelly’s (1980) qualitative study of sixty families in California provided 
detailed information about the reaction o f children to the divorce o f their parents. A ten
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year follow-up o f these children detailed in a book Second Chances (Wallerstein & 
Blackeslee, 1989) received a very hostile reaction from the academic community and 
attracted a great deal o f media attention. These researchers found that the children, now 
aged 11 to 29 years old, were worried, underachieving, angry and lonely. Wallerstein 
does not support a crisis model approach to divorce, and beheves that significant 
numbers o f children suffer long-term, even permanent psychological ‘damage’. Even six 
years following their parents divorce some children were described as being ‘impulsive, 
irritable and socially withdrawn’ and were more likely to be ‘lonely, unhappy, anxious and 
insecure’ (Wallerstein, 1991).
So is divorce acmally ‘bad’ for children? Analysis o f the research literature can leave the 
reader feeling confused, asking ‘why are the findings o f research so divergent?’ Closer 
examination o f the range o f research findings shows that the quantitative Hterature does 
support a moderate version of Wallerstein’s portrayal o f divorce (Amato, 2003). Whilst 
Wallerstein does make sweeping generahsations that are highly emotive, she does 
recognise that not aU children suffer, however, she chooses not to give this priority in her 
writing. Overall, the main debate in the Hteramre centres on the pervasiveness and 
strength o f the effects of divorce on children. In an attempt to understand the debate 
further one must examine the methodological issues surrounding research in this area.
Reconciling the Divergent Findings of Research
Historically, smdies investigating the causal relationship between family structure and 
negative psychological outcomes have been compromised by methodological weaknesses 
and limitations in the generahsabihty o f their findings. Empirical smdies have focused 
on using control groups and in doing so assume that groups o f participants from intact 
and divorce famihes differ purely on the basis of their fantily structure and are 
homogenous within groups. However, it is extremely difficult to control for 
confounding variables given the huge variation in the Hfe experiences and characteristics 
o f different children. Most striking is the predominance o f the use o f white, middle class 
children to the exclusion of considering the role of variables such as culture and 
ethnicity. Given the changing social attimdes towards divorce it is also im portant to 
consider how representative findings are across time. For example, Amato (2001) found 
an interesting trend in the effect sizes associated with each outcome across the four
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decades o f research activity that he reviewed. Between the 1950s and the 1980s the 
effect sizes continued to decrease, which Amato attributed to decreasing social stigma 
associated with divorce and increased availability o f help for children. However, studies 
conducted in the 1990s showed a reversing trend, with effect sizes on the increase again. 
This was explained by the rise in economic disparity for children o f divorce and the 
number o f low conflict marriages ending in separation.
In terms o f reporting findings from research, it is common for high correlations between 
family structure and psychological weU-being to be taken as evidence o f the link between 
divorce and negative outcomes, without consideration o f the role o f other factors in this 
causal relationship. Unfortunately the small sample sizes utihsed in many studies limits 
the number o f variables that can be controlled for in analyses. Samples o f children are 
also often drawn from chnical samples, where children are more likely to be displaying 
behavioural problems, or from large data sets initially collected for the purpose o f 
examining issues other than divorce that may therefore not be representative o f the 
‘divorcing’ population. For example, Amato & Keith (1991) compared outcomes from 
studies using clinical and non-clinical samples and found statistically significant 
differences in the mean effect sizes reported in each group. Difficulties in using rehable 
and objective outcome measures are also common, with many studies relying on parent 
and teacher reports o f psychological and behavioural adjustment. FinaUy, the use o f 
cross sectional research designs does not account for the temporal relationship between 
divorce and psychological outcome.
WaUerstein’s smdies have held a dominant position in the hteramre on divorce due to 
their longimdinal design and quahtative data collection; however, several methodological 
flaws have been identified. WaUerstein’s smdies were based on an original sample o f 
131, mostly white middle class chUdren. The research has also been criticised for using 
famihes that were experiencing significant problems before the divorce occurred. Amato 
(2000) asks whether the differences observed between chUdren from divorced and intact 
famihes are due to selection, that is, are children aheady experiencing psychological and 
behavioural problems before the divorce as a consequence o f poor parental mental 
health, ineffective parenting and marital discord. A higher proportion o f the parents in 
WaUerstein’s smdy were experiencing psychological problems themselves, which could
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explain their interest in taking part in the study given that participants were recruited by 
offering counselling in return. Finally, Wallerstein's study is also not strictly longitudinal 
in that it rehes on retrospective accounts o f the children; therefore, participants may have 
interpreted their experience in light o f their developmental stage at the time o f the study.
Differences between empirical studies using objective measures o f child psychological 
distress and those studies which use clinical samples therefore appear to yield very 
different results. Although empirical studies are viewed by some to be more rigorous, 
the trade off o f using more standardised measures o f psychological outcome means that 
quantitative studies often lack the depth o f information produced by more explorative 
studies. These ‘thin’ measures, coupled with a lack o f measurement o f possible 
confounding variables could explain why meta-analyses suggest that only small 
differences exist between children from divorced and intact families. Laumann-Billings 
and Emery (2000) argue that rather than viewing these two types o f research as 
divergent, it is better to consider their findings together to yield a more complete story o f 
the effects o f divorce. These authors argue that the measures used by empirical 
researchers are too restricted and do not detect the more subtle psychological distress 
often reported by children of divorce in interviews. They highlight the difference 
between feelings o f distress and psychological disorders and state that absence o f 
psychological symptoms is not the same as absence o f distress.
Arguments such as these have liighlighted the need to question the utility o f research 
that focuses on a pathological model o f divorce and which defines a one-to-one 
relationship between family structure and psychological outcome. Focusing on 
differences between groups, instead o f looking at the huge variability that exists within 
groups o f children experiencing divorce has only acted to mask the wide variation in the 
experiences o f children. Divorce cannot be viewed as a static event, but rather as a chain 
o f events that start long before the actual legal divorce and persist after the divorce is 
finalised. The difficulty with cross sectional research is that it focuses on the experiences 
and psychological wellbeing of the family at one point in time. Depending on the point 
in the process o f divorce that the family are assessed, the findings o f this research vary 
gready. Boney (2003) describes this shift in perspective as a move away from structural 
research, to that which adopts a dynamic perspective. From this different perspective.
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divorce is viewed as a process over time not a static event. Research using this approach 
has found that family process variables explain more o f the variation between children 
from intact and divorced families than the actual event o f divorce.
The evidence reviewed so far indicates that there are average differences between the 
psychological well-being of children from divorced and intact families, but that structural 
approaches to researching divorce may actually be masking the true picture. In trying to 
understand whether divorce is bad for children the general question o f differences may 
actually be less important than what actually causes these differences. In the next section 
o f this paper I am going to use research that has adopted a dynamic perspective to try 
and understand which factors may account for the negative outcomes associated with 
divorce. Although research from this perspective is not without methodological flaws, 
Kelly & Emery (2003) believe that trying to understand the varying experiences of 
children by looking at post divorce factors wiU show that these variables are strong 
predictors o f risk versus resilience. In this way I will try to understand whether it is 
divorce per se that is bad for children or whether a number o f mediating variables can 
explain the negative outcomes previously taken to be linearly related to parental 
separation.
Divorce as a Process
Amato (1993) suggests that there are several main hypotheses that can help to explain 
why children develop problems as a consequence of divorce that are related to the family 
and social processes inherent in the experience o f divorce. These different processes can 
present stressors for the child, which in culmination can have a negative impact on 
psychological adjustment. Overall, evidence for each hypothesis is varying with complex 
patterns o f interconnectedness between variables, however, Amato argues that in order 
to fully understand how the processes surrounding divorce impact on children, one 
needs to consider research findings from all the hypotheses.
Parental loss
Studies have shown that children who lose a parent as the result o f divorce actually 
experience more psychological problems than those who lose a parent as a result o f 
death. Relationships with parents can provide children with security, practical assistance
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and role models for development. Peretti & DiVittorrio (1992) found that in a sample of 
66 pre-school children, loss of a father through divorce led to feelings o f abandonment, 
loss o f self-esteem and a sense of alienation. The stress o f moving between households 
in which parents may use different rules and express varying levels o f anger towards the 
estranged partner can be very difficult for children to negotiate. Better outcomes are 
associated with children whose parents continue to engage in joint parenting following 
their separation.
Poor parental adjustment/ diminished parenting sk ills
Psychological vulnerabilities in parents can be triggered by the stress inherent in 
experiencing divorce or separation. Increased anxiety and depression in parents can lead 
to diminished parenting skills and emotional availability for the child. This in effect 
presents the child with a changed parent, at a time when they require some stability in a 
rapidly changing environment. Kelly (2000) found an association between disrupted 
parenting and lower academic achievement, increased internalising or externalising 
problems and lowered self-esteem. Evidence suggests that stressors associated with 
parental psychopathology are mediated by quality o f parenting and that, especially as 
children develop into adolescence, the presence o f good relationships with siblings, peers 
and other family members can be very important in the adjustment o f children in 
divorced families (Hetherington, 1991). Overall, a parenting style o f warmth, support 
and communication, coupled with consistent control and low levels o f punishment is 
found to be most effective in helping children to adjust.
Economic losses
It is well documented that divorce is generally associated with economic loss for 
children in single parent families due to the need to maintain two households with the 
same level of income. This coupled with the fact that many fathers do not provide 
financial support for their children following divorce increases the financial pressures 
experienced by single parents. There is a common belief that many o f the difficulties 
experienced by children are the result o f such economic losses which can result in poorer 
housing, child care facilities and educational opportunities. They may also be limited in 
their ability to engage in activities that they valued prior to the divorce because o f  the 
costs involved (Kelly & Emery, 2003). The necessity for the custodial parent to engage
Children, Adolescents & Families Essay 46
in full time work to compensate for economic losses can also be viewed as abandonment 
by the child and relocation to different areas can lead to loss of valuable social support 
networks and the need to negotiate new schools and friends.
Greater exposure to parental conflict
The parental relationship following divorce remains extremely important for the child, 
however, in reahty legal processes often act to escalate hostility and conflict between 
parents. Children’s ability to adjust to divorce is greatly compromised when high levels 
o f conflict exist between parents following the divorce. Post divorce conflict has been 
associated with behavioural problems, self-blame, shame and divided loyalties (Davies & 
Cummings, 1994). Hetherington & Stanley-Hagan (1999) found higher levels of 
depression and anxiety in children who are ‘caught up’ in their parents’ arguments than 
those who encapsulated their conflict.
Readjustment to remarriage
When a parent remarries the child experiences another change to their family structure 
that requires further renegotiation. This can involve developing new relationships with 
step-parents and other children who are now expected to behave as brothers and sisters 
under a new family unit. There is a common lay perception that step families are fraught 
with difficulties and unfortunately there is research and clinical evidence to support this 
view. Bray (1988) in Bray & Hetherington (1993) found that compared to biological 
families, step families are less cohesive and more stressful and that step-parent-child and 
sibling relationships are more negative and distant. Step family processes have been 
shown to be more difficult for adolescents compared to younger children, who tend to 
gain more benefit from a positive change in family relationships (Hetherington et al, 
1989). O n a positive note, financial resources usually improve following remarriage, 
which has benefits for both parents and children.
Examination o f the process orientated research findings provides evidence to suggest 
that the quality o f the home and parenting environment and the resources and social 
support available to parents and children are more important than the event o f divorce. 
It appears particularly that the culmination o f multiple stressors following parental 
separation acts to increase the risk o f maladjustment in children. Based on these findings
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researchers have identified factors that can help to protect children from the effects of 
divorce, including good relationships with custodial parents, who themselves are well 
adjusted and demonstrate effective parenting skills, low conflict between parents 
following separation, active involvement o f the non-custodial parent in ways that are 
consistent with the custodial parents style. If  parents continue to argue following 
separation it is better if the child is not involved in these disagreements. However, there 
is also evidence that many o f the problems attributed to divorce are actually present in 
the period o f family interaction prior to the divorce. The role o f parental conflict prior 
to divorce in explaining negative outcomes is a major hypothesis in the literature. This 
opens up the possibility that in cases where parental conflict is high, divorce is less 
damaging and potentially beneficial for some children.
The Role of Parental Conflict
Hetherington & Stanley-Hagan (1999) reported that around 20-25% o f children live in 
high conflict marriages and whist some continue to be in conflict following divorce, 
some children experience less parental discord on a daily basis following the separation 
o f their parents. Some research has shown that marital conflict is more problematic for 
children than post-divorce conflict. Witnessing parental conflict can have very negative 
effects on children, with higher levels o f conflict associated with increased problems. 
The adjustment problems observed in children residing in conflictual households are 
similar to those seen in children following divorce and relationships between conflict and 
psychological adjustment are well documented. In particular conflict where children are 
directly involved or where they feel trapped between parents is problematic.
Grych et al (2004) studied an ethnically and socio economically diverse sample o f 14 to 
18 year olds and found that triangulation into parental disagreements mediated the 
association between parental conflict and both internalising and externalising problems. 
They also found that supportive relationships with parents reduced perceptions o f threat 
and self blame. Parents in conflictual marriages are less emotionally available for their 
children and exhibit less effective parenting skills. In some cases the anger harboured in 
resentment for the spouse can be directed at the child. Hence, these parents can be 
more punishing and erratic in their discipline styles. Fauber (1990) found that the 
relationship between parental conflict and adjustment problems in young adolescents
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was mediated by three aspects o f parenting behaviour, lax control, psychological control 
and parental rejection/withdrawal.
Like research in the area o f divorce, studies looking at the impact o f conflict adopt 
process orientated view of marital conflict to explain why some children develop long 
term problems, whist others remain largely unaffected. Davies & Cummings (1994) have 
suggested an emotional security hypothesis which postulates that children’s emotional 
regulation, cognitive representations o f the conflict and their behavioural regulation 
mediate the relationship between parental conflict and outcome. Children who 
experience intense emotions such as fear, anger and guilt, and who have difficulty 
regulating these responses in the face o f parental conflict will experience more emotional 
insecurity. In addition if they perceive the conflict to be threatening to the whole family 
system and its stability they can develop insecure internal representations o f family 
relationships. Finally, children’s behavioural responses to the conflict, such as over 
involvement or total withdrawal also impacts on their feelings o f security. The key is 
therefore in how parents manage and express conflictual issues.
Cummings et al (2003) found in a sample o f 8 to 16 year olds that conflict tactics such as 
threat, personal insult, marital withdrawal and physical distress were associated with 
decreased emotional security, whereas calm discussions, support and affection increased 
emotional security. Gordon et al (2004) tested the emotional security hypothesis in a 
longitudinal study. They found that children’s securities about marital relationships are 
important components o f their emotional responses to parental conflict. In addition, 
they demonstrated that feelings o f emotional insecurity as a result o f conflict led to 
feelings o f insecurity in their relationship with their parents. These findings provide 
evidence to suggest that styles o f parental conflict are important in determining the 
psychological adjustment o f children exposed to arguments between parents. In cases 
where conflict is openly destructive and aggressive the effects can be particularly 
damaging to the child’s sense of security.
Amato & Booth (1997) found that children were better off on a variety o f measures if 
parents in a high conflict marriage divorce. In these cases divorce provides relief from 
intense marital discord which children find very aversive. In addition, Kelly (1998) in
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Bryer (2001) found that children o f divorce where marital conflict was low experienced 
more adjustment problems than their peers whose parents stayed together in low conflict 
relationships or where high conflict marriages ended in divorce. It therefore seems that 
children from high conflict marriages may actually gain more from divorce than they 
lose.
Conclusion & Implications for Practice
Research in the area of divorce is not without its limitations, but given the complexity of 
this issue and the numerous factors that moderate and mediate the relationship between 
divorce and psychological outcome this is not surprising. In summary, the empirical 
Hterature suggests that children whose parents divorce may, on average, experience more 
psychological problems than those in intact families, but that there are more similarities 
between these groups than differences. The most important question to address is not 
whether children of divorce have more problems, but why they do, as this will have 
important implications for helping children to adjust to their experiences. Evidence 
from process orientated research has moved awareness from viewing the effects of 
divorce as global and provides information about factors that can mediate the risk of 
children developing psychological problems. These include the loss o f parental 
relationships, economic difficulties, poor parental adjustment and competence and post 
divorce inter-parental conflict.
There are many different children and many kinds o f divorce and any examination o f the 
effects o f divorce requires consideration o f a wide range o f family process factors, as well 
as the individual characteristics o f the child. Vulnerable children, faced with long periods 
o f upheaval and distress with little social or parental support have the potential to be left 
with long term scars. But others, and many, do show remarkable resilience and become 
well adjusted adults. Furthermore, research examining the effects o f high levels o f 
marital conflict suggests that children can actually benefit when these marriages end. In 
this way divorce can be viewed as a way to solve a problem, which allows the child to 
escape from family turmoil and adjust to a new family structure that does not involve the 
threat o f daily acrimony and hostility.
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Analysis o f the research provides important information for professionals working with 
famihes who are divorcing by highlighting how the risk o f psychological maladjustment 
following divorce can be minimised. Services should aim to contain parental conflict 
following divorce, support good relationships between children and both parents, help 
parents to adopt effective parenting styles and enhance the economic stability o f single 
parent families. This is the responsibility o f child and adolescent mental health services, 
social services, the legal system and at a macro level government and policy makers. 
Children experience a wide range o f family changes following divorce; however, it is not 
the change as such that is stressful, but the way in which it is handled. G ood outcomes 
do not just mean absence o f pathology, children’s distress is o f central concern, and 
professionals need to be aware that younger children may have difficulty recognising and 
expressing their feelings. Most importantly it is extremely important to listen to the 
voice o f the child, which can so often be lost within the debates of adults.
There is often a gross oversimplification o f the effects o f divorce within the hterature. 
Messages o f the doom and gloom associated with divorce have been eagerly taken up by 
both pohtical and rehgious communities, and the media. In their eagerness to show that 
divorce is ‘bad’ for children these findings have been accepted without question. T his 
selective interpretation of research findings to fit the agendas o f varying communities has 
helped to perpetuate the stigma surrounding divorce. The process orientated approach 
to research allows consideration o f the strengths o f famihes experiencing divorce and 
appreciation o f the fact that many children emerge without significant psychological 
problems; however, under-reporting o f these findings is common in the media. After ah 
a headhne o f ‘divorce is bad for chhdren’ is bound to seh more papers. A search o f 
internet websites in the process o f researching this paper also showed huge variations in 
the portrayal o f the effects o f divorce depending on the pohtical and rehgious affihation 
o f the writer. Wliilst writing this paper I became aware myself o f how my experiences o f 
living in a highly confhctual marriage which ended in divorce were influencing my own 
interpretation o f research findings. In any review o f the hterature readers must be aware 
o f the impact o f the writers own position in the way they report their findings.
FinaUy, the effect of divorce is a very emotive subject, but it is a complex phenomenon. 
Whilst a large amount of knowledge has been generated over the decades o f research it is
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likely that research is still in its infancy. Most studies have not considered the effects of 
divorce within different cultures nor have they considered the impact o f non-legal 
separation o f parents. Although the first generation o f research has detected an effect, it 
will take a second generation o f research to fuUy understand the direction o f this effect 
and the causal pathways associated with it.
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Introduction
Bereavement is a common life event that touches most people at some time in their 
lives. The psychological and behavioural consequences o f bereavement are defined as 
‘g rief. Although most people cope with bereavement without the need for professional 
support, it has been linked to poor physical health, increased mortality, substance misuse 
and psychological morbidity (see Stroebe & Stroebe, 1987). While people o f all ages 
experience the death o f someone they love, increased life expectancy means that it is not 
unusual for older generations to outlive many o f the people in their social network. In 
practice, therefore, it is likely that caring professionals wiU come into contact with many 
older adults who are coping with loss. In addition, bereavement in later Hfe occurs in the 
midst o f multiple losses, making bereavement a potentially more complex experience for 
older people. In today’s climate o f evidence-based care it is important to consider 
whether psychological theories provide a reliable framework within which to understand 
the bereavement experiences o f older adults and whether existing interventions for the 
bereaved are suitable for addressing the needs o f this subgroup o f individuals.
A review o f the existing psychological literature on bereavement shows that historically a 
subset o f theories that advocate a ‘grief work’ approach to bereavement have been 
extremely influential in shaping both professional and social understandings of 
bereavement in the Western world. These models are rooted in psychodynamic tradition 
and focus on defining ‘normal’ versus ‘pathological’ responses to bereavement. These 
theories are assumed to have wide generalisability, being applied to explain the responses 
o f bereaved adults o f aU ages. However, bereavement in old age occurs within the 
context o f different life experiences. Whilst it is fruitless to assume that we can never 
understand the experiences o f others, it would also be risky to suppose that we can fit 
every person’s experience o f bereavement into a pre-defined model without 
consideration o f such important contextual factors as age, gender, religion and culture.
The aim o f the present paper is to look more closely at the issue o f age by considering 
whether the assumptions that the ‘grief work’ models o f bereavement make are 
applicable to older adults, that is people aged 65 years and over, and whether the theories 
they put forward can be used to guide effective interventions for this group. In 
particular, the discussion will focus on whether these theories give sufficient
Older People Essay 56
consideration o f the emotional, social and cultural factors that are unique to the context 
o f  bereavement in later life. Although theories have considered the impact o f a range of 
losses, the discussion will focus on the particular experience of losing a spouse, as 
evidence has suggested that this is consistently rated as the most stressful life event (e.g 
Bonanno & Kaltman, 2001). In order to provide an introduction to this discussion, the 
paper will begin by exploring the contextual factors that may explain why bereavement is 
experienced differently in later life.
The Context of Conjugal Bereavement in Later Life
It is important to recognise that loss through death is only one form o f loss that people 
experience in old age, all o f which can cause massive change and result in high levels o f 
distress. Examples include loss o f physical and mental abilities, loss o f jobs, loss o f 
familiar surroundings, loss o f involvement in social activities and relationships, losses 
associated with diminished social status and loss o f independence. Each requires 
emotional readjustment, in the same way that people have to adjust to the death o f a 
loved one, and the pattern o f grief following such losses is often similar to that 
associated with loss through death. Due to lay misconceptions, these losses in old age 
are often overlooked due to the behef that they are a natural consequence o f aging and 
should therefore be passively accepted.
Many older people will experience a number o f bereavements in the latter stages o f their 
life, for siblings and friends, often very close together. Even the death o f a family pet can 
result in significant grief. However, the grief reactions following the death o f a spouse 
can be particularly devastating because o f the associated loss o f financial security, social 
role and social support. In older age groups the marital partner may be one o f the last 
close relationships left that provides love, physical affection and sometimes important 
physical care. In a sense the surviving spouse loses a part o f their security and identity as 
a person. In addition, due to reductions in the size o f social networks in old age, the 
spousal relationship often becomes increasingly important.
Whilst researchers in the field o f bereavement have identified a number o f factors that 
can influence the type o f grief reaction experienced by an individual, such as the manner 
in which the spouse died, personality characteristics o f the bereaved, concomitant life
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changes and stressors and prior experience with death, no one has specifically addressed 
the issues o f whether the most popular theories o f bereavement take into consideration 
the impact o f personal and social factors that are unique to old age.
Psychological Theories of Bereavement
The ‘grief-work’ approach to understanding bereavement originated from Freud’s 
psychoanalytic work at the beginning o f the 20* Century. These theories have been 
extremely influential in shaping social discourses in the Western world about 
bereavement. These generally consist o f the belief that people should experience a 
period o f intense distress following the loss o f a loved one, which should then be 
‘worked through’ in stages by expressing different emotions, such that a point is reached 
within one or two years where the person is able to function as they did before and 
move forward with their life. A brief outline o f the theories will be provided before 
considering how reliable the assumptions they make are when working with issues o f 
loss and bereavement in older adults.
The Psychoanalytic Tradition
Freud, in his paper ‘Mourning & Melancholia’ (1917), outlined his theory o f grief, 
likening it to the experience o f clinical depression. He argued that people need to ‘work 
through’ their grief, during which time the emotional energy invested in the lost person 
must be withdrawn from the loved one and redirected elsewhere, for example into 
another relationship. Freud proposed that people are driven to reduce the pain 
associated with the loss by using this process o f withdrawal and reinvestment. 
Pathological grief reactions are characterised by an inability to complete this process, 
which Freud believed was more likely to occur in individuals who were ambivalent about 
the loss o f their loved one, or who blamed themselves for the death.
The Freudian approach to bereavement was readily developed by a number o f theorists, 
giving rise to a ‘grief work’ perspective, which emphasised the importance o f working 
through thoughts and feelings about the deceased and the person’s relationship with 
them. Lindermann’s (1944) work, which supported Freud’s theory, contributed a great 
deal to the field o f bereavement research, however, one o f the most influential
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developments o f ‘grief work’ was carried out by John Bowlby, who modified 
psychoanalytic theory o f loss using his theory o f attachment.
Attachment Theory & the Development o f Stage Models o f Bereavement 
Bowlby’s (1980) theory o f bereavement emerged from his research into the responses of 
young children separated from their mothers. He noticed that the responses o f these 
children were similar to those o f a sample o f widows. Bowlby proposed that bereaved 
individuals proceed through four phases o f mourning that mirror the child’s response to 
separation anxiety: numbness; yearning, searching & anger; disorganisation & despair and 
finally, reorganisation. However, unlike previous psychoanalytic theorists, Bowlby 
emphasised the adaptive value o f a continuing bond with the deceased, which takes the 
form o f a reshaped internal representation o f the loved one and a reorganisation o f the 
person’s attachment to them. He did agree that prolonged absence o f conscious grieving 
and chronic mourning are both signs o f disordered mourning.
The idea o f grief proceeding through a number o f stages was built on by Parkes (1972) 
and Elizabeth Kubler-Ross (1970). Kubler-Ross initially developed a theory o f how 
people facing death respond to their situation and then applied this to the bereaved 
individual. She explains that people proceed through five phases in adjusting to the loss 
o f a loved one. These included denial, anger, bargaining, depression and f in a lly  
acceptance. Resolution o f the bereavement is hypothesised to occur once the individual 
begins to reengage in social activities and show positive attitudes about their future. 
Stage theories like those o f Bowlby and Kubler-Ross suggest that people m ust complete 
tasks at each stage before they can proceed to the end o f the grieving process. They 
argue that there is no specific duration o f each stage and that people can skip stages and 
go back to earlier stages, however, this makes it very hard to test the theory empirically.
More recently researchers have focused on testing the empirical validity the ‘grief work’ 
approach to understanding bereavement. Wortman & Silver (1989, 2001) have led the 
critical analysis o f these theories, concluding that at the present time there is little 
support for this approach. In an attempt to understand whether the theories reviewed in 
this paper can contribute to our understanding o f loss in older adults the empirical
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literature looking specifically at the experiences o f bereaved older adults will be reviewed 
in relation to the major assumptions o f the ‘grief work’ approach.
Empirical Support for the Grief Work Hypothesis in Older Adults
Post-Loss Distress
Within the ‘grief work’ perspective it is assumed that once the reality o f the loss has been 
acknowledged, the bereaved individual will experience a period o f intense distress and 
depression and that must be experienced if  a point o f resolution is to be achieved. 
However, this suggestion that depression is necessary for subsequent adjustment is not 
supported in the empirical literature. Several studies have found that a large number of 
older adults who have lost a spouse do not show significant levels o f depression. For 
example, Zisook et al (1997) found that only 20% of their sample o f elderly widows and 
widowers were experiencing symptoms indicative o f major depression two months 
following their loss, and 49% were not showing any depression at all. Although research 
evidence indicates that it is not uncommon for older people to show low levels of 
distress following the loss o f their spouse, many researchers and clinicians working in the 
field o f bereavement support the idea that ‘absent grief is problematic in the long term, 
leading to a ‘delayed grief reaction’. In order to test this hypothesis researchers have 
conducted longitudinal studies to examine whether initial lack o f distress predicts long 
term problems with adjustment.
Absent Grief & Delayed Grief
According to the ‘grief work’ perspective the apparent absence o f grief is viewed as being 
problematic and reflecting a process o f pathological denial o f the loss on the part o f the 
bereaved person. The assumption is that a delayed grief reaction will occur at some 
point, manifesting as health problems and mental illness. However, this delayed grief 
hypothesis is not generally supported in the literature on spousal loss. Boemer et al 
(2005) carried out a four year follow-up o f older adults who lost a spouse and found no 
evidence that people experienced delayed grief when they exhibited low levels o f distress 
in the immediate period following their loss. In addition, these researchers found that 
those people who experienced less distress following the death o f their spouse did not 
show evidence o f avoiding thinking about their spouse, contradicting the idea that absent 
grief is the result o f denial. These findings had been replicated in earlier studies by
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Bonanno and colleagues, who found that virtually none of their sample showed evidence 
o f delayed grief reactions (e.g Bonanno et al, 1995).
Chronic Grief
In comparison to the notion o f absent grief, individuals who show prolonged episodes 
o f distress following their loss are also deemed to be experiencing a pathological grief 
reaction. Although there is extensive evidence in the research literature that people can 
take over two years to reach a point where they are deemed to have recovered from their 
grief, social beliefs stipulate that one should be ‘back to normal’ within a year, and if  this 
is not achieved then the individual is judged to be not coping. Recovery is deemed to be 
the desired end-point o f bereavement; however, it is unclear what constitutes recovery 
and resolution in the ‘grief work’ literature. Miller & Omarzu (1998) in W ortman & 
Silver (2001) argue that bereaved individuals may never return to their pre-loss level o f 
functioning and that this is not necessarily the optimal goal that people should be aiming 
to achieve. Instead they suggest that people may continue to negotiate their loss for 
many years. Tait & Silver (1990) in Wortman & Silver (1990) found in a sample o f 45 
older adults that a significant proportion reported some kind of cognitive and emotional 
involvement in a bereavement experience, on average 23 years after the loss occurred.
Breaking Bonds
Freud emphasised the importance o f breaking down the emotional bond with the 
deceased so that a new attachment can be formed, however, the available evidence 
shows that people do not sever this bond completely and that forms o f attachment such 
as sensing the presence o f the deceased is actually adaptive in coping with loss. Zisook 
& Shuchter (1993), in a study o f older widows, found that even 13 months following the 
death o f their husbands a large proportion o f the sample felt their partner was watching 
them and 34% talked with their spouse on a regular basis. Additionally, Anderson & 
Dimond (1995) found that widows and widowers had a continued relationship with their 
lost spouse at two years post-bereavement, and that this relationship was an important 
source o f support and did not predict problems with adjustment. In his later writings, 
Bowlby supported the idea of maintaining an attachment with the deceased, and more 
recently Klass, Silverman & Nickman (1996) have argued for the importance o f this 
process in their book Continuing Bonds.
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‘Working Through’
Psychoanalytic theory and stage approaches to conceptualising bereavement support the 
use o f ‘working through’ grief until people reach the final stage o f acceptance or 
resolution. Overall there is little evidence that this approach to managing loss is 
effective. Fortner & Neimeyer (2000) conducted a meta-analysis o f twenty-three 
outcome studies o f ‘working through’ grief therapy published between 1975 and 1998. 
These studies looked at individual, group and family therapy, conducted by both 
professional therapists and lay people. They found only a small effect size o f 0.15 and, 
o f greater concern, found that 38% of those who received grief counselling showed 
deterioration in their psychological well-being, which could be attributed to the fact that 
grief work could be equated with rumination that actually increases feelings o f distress. 
The authors argue that this type o f therapy fails because it is based on loosely defined 
theories such as the stage models reviewed in this paper.
Summary
In conclusion, it appears that a significant proportion o f older adults respond to 
bereavement in a way that does not fit with the assumptions o f what constitutes ‘normal’ 
grief according to the ‘grief work’ theories and Western social discourses, and that 
deviations from these assumptions are not necessarily indicative o f pathology. In 
addition, interventions based on these assumptions have limited effectiveness and can 
even result in further deterioration in the bereaved individual. There are many possible 
reasons why a person may not show ‘normal’ pattern o f response following their loss, 
which does not necessarily mean that their response is pathological. Therefore, the 
discussion will now focus on presenting an argument for why this group o f theories 
contributes little to understanding the grief reactions o f older people.
The Role of Emotional, Social & Cultural Context
Emotional Context
Data from the Boston Normative Aging Study by Aldwin et al (1996) in Moss et al 
(2001) indicates that in later life there is a change in appraisal o f life stressors and 
consequendy in the emotions experienced and coping patterns employed in response to 
stress. For example, men in the study reported feeling less challenged and annoyed by 
problems in life. This idea that older people experience a dampened response due to
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age-related differences in appraisal o f life stressors is supported by Sanders (1981) who 
found that older widows and widowers showed less intense patterns o f grief immediately 
following their loss, but that these grief reactions took longer to decline. This may 
explain the apparent lack o f distress experienced by some older adults immediately 
following their spouses death, which may not indicate a pathological reaction, but more a 
change in appraisal o f the stress associated with bereavement.
Moss et al (2001) postulate that older people are more accepting o f events in later life 
and due to experience with bereavement, may need to rely less on reactive coping 
strategies. This may be particularly true o f the current older generation who survived the 
Second World War, having probably suffered multiple losses and stressful life events. It 
may be possible that some people have learnt from experience how to manage 
difficulties, such as having to cope with chronic health conditions and changes in abilities 
as a result o f age. This suggests that life experiences may make older people more 
resilient when coping with the loss o f their spouse, such that they do not experience 
intense levels o f distress. Absence o f overt distress may also be seen in individuals who 
have suffered cognitive decline as a result o f the aging process.
Conversely, there are reasons why some older peoplpe may show higher levels of 
emotional distress. The widows and widowers in Heyman & Gianturco’s (1973) study 
most commonly reported feeling useless and saw no purpose to their life, with only their 
own decline seen in the future. Following the loss o f a job and the role o f parent and 
caregiver, there can be little in life to find purpose and meaning in, which would explain 
why some older people show more protracted periods o f distress following bereavement. 
In addition, the elderly widow who expresses the longing to be reunited with their 
husband in heaven is pathologised as failing to recognise the need to form new 
attachments, but given the fact they have been married for 60 years and are now living in 
a context where there is reduced availability o f partners this actually presents as a rational 
longing. Poor physical health and dependence on others can also deplete emotional 
coping resources making it harder to adjust to the loss o f a spouse.
Finally, many older people find themselves caring for their spouse in the months or even 
years preceding their death. This process can deplete an individual’s coping resources
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following their loss or alternatively the loss can result in improved psychological 
adjustment as the stress o f caring for the spouse is removed. Caregiving can also involve 
rewarding components, giving the carer a sense o f purpose and importance. Boemer et 
al (2004) found that those people in their sample who had positive pre-loss caregiving 
experiences suffered higher levels o f depression and grief post-loss, even when 
controlling for caregiver burden and contextual factors. These researchers argue that one 
must research caregiving experiences when trying to understand the bereavement 
responses o f people, especially as more people in the developed world live with chronic 
illness for long periods before they die.
Social Context
Loss o f a spouse equates with the loss o f potentially the greatest contributor to the 
individuals social support network. The ability to draw on existing social ties or develop 
new ones can help adjustment as social support has been widely shown to act as a buffer 
against the effects o f stress ( Cohen & Wills, 1985). Matt & Dean (1993) also showed 
that frequency o f interaction with friends has a positive impact on the psychological well- 
being o f bereaved older people. However, there are numerous reasons that can limit the 
ability o f an older adult to seek such support. Older people are often socially isolated due 
to functional decline, frailty and fear o f going out. Social stigma associated with aging 
can also create greater social isolation. In addition, there is no guarantee that the 
substitute relationship will provide what the lost spouse provided. The relationship may 
lack the intimacy or sensitivity and so may not change feelings o f loneliness. For 
example Zettel & Rook (2004) found in a sample o f older widows that greater 
substitution over a one year period post-loss predicted poorer psychological well-being.
The ‘grief work’ hypothesis would advocate the formation o f new relationships that 
provide the level o f emotional support and intimacy that was once provided by the 
spouse, however, remarriage following the death o f a spouse is relatively rare in older 
adults. Due to gender ratio imbalance in old age women are far less likely to find 
another relationship. However, this may not reflect a lack o f interest in romantic 
relationships, but constraints such as limited social assumption that older people do not 
enjoy sexual relationship. Children may also act to hinder the development o f further
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romantic relationships by showing disapproval o f a parent who starts to date other 
people (Carr, 2004).
In terms o f instrumental and informational support, men often have limited experience 
in managing domestic tasks and as such may suffer poor nutrition and distress over tasks 
normally completed by their lost wife. Similarly older women may find it hard to 
complete home repairs or manage their finances. This is particularly relevant for older 
generations who had more defined gender roles. The practical and social tasks once 
performed by the spouse have to be performed by someone else and inability to care for 
oneself properly could lead to the surviving spouse having to move to a new home, such 
as a residential or nursing placement. These changes in social environment can be 
extremely distressing requiring the individual to cope with multiple stressors in addition 
to the bereavement. In such circumstances it is understandable why older people may 
experience protracted periods o f distress following their bereavement.
Cultural Diversity & Difference
Cultural factors may influence the stress process following bereavement by shaping the 
perception and appraisal o f stressors, manifestations o f stress and the availability and use 
o f social support (Krause & Liang, 1993). However, most o f the studies looking at 
conjugal loss have been conducted in Western developed countries, and mainly with 
White participants. It is increasingly important to be aware o f how cultural differences 
may explain variations in post-loss distress. For example, in China family provides the 
main system o f support and people often live with their children and have important 
roles in child and home care. l i  et al (2005) argue that these multiple supportive ties and 
meaningful family roles may protect older Chinese people from the negative 
consequence o f conjugal loss and in their study found that although their sample of 
Chinese widows and widowers experienced elevated levels o f depression following their 
loss, the family acted as a buffer reducing the effects o f bereavement. This is in contrast 
to older people in Britain, where far fewer people are cared for within the family 
network.
Carr (2004) found similar levels o f overall grief in Black and White Americans, but that 
Black widows and widowers reported significantly less anger and despair. The author
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attributed this difference to higher levels o f religious participation and social support 
from children in the sample o f African-American people, but high levels o f pre-loss 
marital conflict which explained lower levels o f post-loss despair. The ‘grief work’ 
hypothesis would predict that conflictual or ambivalent marital relationships would lead 
to prolonged pathological grief, but this evidence points to the contrary in a sample of 
African Americans. It is important to consider the individuals philosophical perspectives 
or assumptions about the world when looking at how people cope with loss. For 
example, someone who believes firmly that death is part o f G od’s plan may show less 
distress, whereas beliefs that one should respond to death using a ‘stiff upper lip’ may 
prevent an older person from expressing their feelings.
Knowledge about bereavement exists within the context o f prevailing social systems o f 
thought. For example, in today’s increasingly secular and individualised culture, the 
possibility that there can be a meaningful relationship with the deceased is no longer 
available, as it was in the religion and rituals o f former times or other cultures. For 
example, it is common in continents such as Africa and Asia for a continued bond with 
the deceased to be maintained (Bonanno & Kaltman, 2001). It is important to recognise 
that older people who have migrated to other countries may be subject to social 
disapproval for practicing mourning rituals that do not fit with the values o f the society 
within which they are living and may be ‘misdiagnosed’ as experiencing problematic grief 
reactions.
Summary
The discussion o f contextual factors in later life shows that there are multiple reasons 
why a bereaved individual may show patterns o f grief that deviate from ‘normal’ grief as 
defined by the grief work hypothesis. Examination o f these factors shows that 
understanding loss within traditional frameworks can attribute blame to the individual, 
labelling them as unable to cope, instead o f conceptualising their response as a 
consequence o f their emotional, social and cultural context.
Implications for Practice
If  interventions are based on incorrect assumptions about what is normal and abnormal 
grief then they may be ineffective in helping older people adjust to conjugal loss.
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Interventions that can account for the factors that may explain variations in the 
responses o f older adults to bereavement should be more effective. More recently there 
has been a move away from grand theory that centres on the intra-psychic processes of 
the bereaved person, towards a more individualised understanding o f loss. These 
theories have been generated based on theoretical frameworks originally developed to 
explain other psychological phenomena. In particular stress-coping theory (Lazarus & 
Folkman, 1984) has provided a model o f understanding bereavement that accounts for 
the different reactions o f individuals, without pathologising grief reactions that do not 
‘fit’ with accepted social discourses. As such they may provide more meaningful 
theoretical frameworks within which to understand the experience o f bereavement in 
later life.
Stress-coping theory assumes that once a stressful event occurs the person’s appraisal o f 
the stressor and the psychological and physical effects o f the event wiU be a function o f 
the unique set o f risk and protective factors that the person brings to the situation. 
These factors can be contextual, such as social support, or personal, such as coping 
resources. This allows for the consideration o f the multiple stressors that can occur in 
later hfe as weU as changes in personal resources due to increasing frailty, and decreasing 
cognitive and physical health. Interventions based on a stress-coping theory approach 
would address people’s appraisal o f their loss and help them to find ways to see their 
bereavement as an event that they have the coping skihs to adapt to.
Matthews & Marwit (2004) provide an overview o f the appUcation o f cognitive 
behavioural therapy to grief. This approach would directly address people’s appraisals o f 
their bereavement and would also work on maladaptive behaviours that people often use 
post-bereavement to manage their stress, for example drinking alcohol, withdrawing 
from social activity. Instead o f gaining closure, older people may also benefit more from 
fostering a constructive continuing bond with their spouse, by remembering good times 
and managing an internal dialogue with the person. It is also important no t to focus 
solely on the negative emotions o f grief and that expression o f positive emotions and 
meaning making can aid adjustment.
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Conclusion
The aim o f the current paper was to critically examine the most dominant and 
historically influential theories o f bereavement that are based on a ‘grief work’ 
hypothesis, in terms o f their ability to contribute to understanding conjugal loss in later 
Hfe. The discussion has highhghted the need to re-evaluate these prevaiHng views when 
working with older people. Craib (1995) argues that the depth o f Freud’s work on 
mourning has been lost, with a shift from the inner world to the development o f stages 
that people have to be moved through. He argues that as psychoanalytic ideas entered 
wider culture they were taken up and transformed, with some aspects being lost and 
others over emphasised. Ideas about bereavement are therefore a reflection o f the 
change in our society, as opposed to a deeper understanding o f grief. Craib expresses 
the extreme view that therapy based on these theoretical assumptions acts as a form o f 
social control, in that therapists approach work with a pre-defined formulae o f how 
people should adjust.
GraduaUy the ‘grief work’ approach to understanding bereavement has been questioned 
as both clinicians and researchers recognise that people do not experience death in a 
uniform way and that it is not always necessary to ‘work through’ grief and reach a point 
o f pre-loss functioning. The discussion in this paper has demonstrated that the unique 
context o f bereavement in later Hfe can have a huge impact on the way that bereavement 
is experienced by older adults, and that grief reactions that were traditionaHy labeUed as 
pathological can actuaUy be understood as normative when considering the context 
within which the loss has been experienced. This debate has extremely important 
impHcations for the way bereaved older adults are managed by health care professionals.
Grief is a largely social phenomenon, with cultural, rehgious and societal discourses 
shaping what are regarded as ‘good’ and ‘bad’ grief. Research studies have typicaHy 
adopted a cross sectional methodology that does not consider the context o f 
bereavement and the ongoing nature o f the experience. As such, there remains no 
consensus on how to define and classify patterns o f grief. It is hoped that this paper has 
highhghted the need for an individual approach to bereavement in older adults, with 
consideration o f ah contextual issues and sensitivity to cultural rehgious and personal 
values and practices. Ageism can create the assumption that older people form a
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homogenous group and can lead people to overlook the fact that there is huge diversity 
in this population, and extensive evidence o f competence and emotional resilience that 
all affect abihty to cope with bereavement. Understandings and interventions must value 
and recognise this diversity when supporting older people.
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Cl in ic a l  D o ssie r
O v e r v ie w
This section o f the portfolio provides a summary o f the clinical 
experience gained over the three years o f  training. This includes 
details o f the experience gained across four core clinical 
placements and two specialist placements, with summaries o f  
five case reports submitted at the end o f each core placement 
and one specialist placement.
Statement of Anonymity: Some details in this section, including names, have been 
changed to preserve the anonymity of the clients and services involved.
Adult Mental Health Placement 72
Co r e  Ad u l t  M e n t a l  H e a l t h  P l a c e m e n t
P l a c e m e n t  D e t a il s
Setting(s): Split between two Community Mental Health Teams 
NHS Trust: South West London & St Georges Mental Health NHS Trust 
Dates: 15* October 2003 -  26* March 2004
Su m m a r y  o f  E x p e r i e n c e
Clinical Activity with Individual Clients, Couples and Families: Individual work with five 
clients presenting with depression, panic disorder, trauma associated with childhood sexual 
abuse, agoraphobia & low self-esteem. Joint work with supervisor with couple experiencing 
relationship difficulties.
Group Work: Observation of 6-session Dialectical Behaviour Therapy group for women with 
Borderline Personality Disorder, with participation in the delivery of the final workshop. 
Observation of staff support group on inpatient ward.
Assessment: Use of Beck Anxiety Inventory (BAI), Beck Depression Inventory-Version II 
(BDI-II). Neuropsychological assessment using Wechsler Adult Intelligence Scale -Version III 
(WAIS-III).
Intervention: Predominant model used was Cognitive Behavioural Theory, also utilised systemic 
theory in joint work with supervisor. Introduced to Dialectical Behavioural Theory.
Teaching & Presentations: Presentation at DBT feedback workshop for care co-ordinators. 
Research: Service related research project.
Meetings, Visits & Observations: Attendance at team business & referral meetings, monthly 
psychology meetings and monthly team psychotherapy support group. Observation of 
Community Drug & Alcohol Team assessment, psychiatry review, CPA review. Participation in 
morning shift on inpatient ward. Observation of training session for inpatient ward staff on 
engaging patients with psychosis.
Courses & Training Events: Risk Assessment & Child Protection
People with Learning Disabilities Placement 73
Co r e  P e o p l e  w it h  Le a r n in g  D isa b il it ie s  P l a c e m e n t
P l a c e m e n t  D e t a il s
Setting(s): Community Team for People with Learning Disabilities 
NHS Trust: Sutton & Merton Primary Care NHS Trust 
Dates: 7* April 2004 — 24* September 2004
Su m m a r y  o f  E x p e r i e n c e
Clinical Activity with Individual Clients, Couples and Families: Individual work with four 
clients presenting with self-harming behaviour, physical aggression, anxiety and obsessional 
behaviour. Joint work with supervisor with family with a child with a dual diagnosis.
Group Work: Designed and implemented with supervisor a 7-session anger management group.
Assessment: Functional analysis o f behaviour & ABC charts. Dementia assessment o f  3 adults 
with D own Syndrome using Oliver & Crayton, HALO & Dementia Scale for Down Syndrome 
(DSDS). Eligibility assessment using WAIS-II and Adaptive Behaviour Scale (ABAS). Autism 
assessment using GiUiam Autism Rating Scale (GARS). Memory assessment using Rivermead 
Behavioural Memory Test. Use o f Mini PASSAD.
Intervention: Predominant models used were Behaviour and Cognitive Behavioural Theory. 
Some use o f systemic theory to inform formulations. Liaison/joint working with social workers, 
psychiatrist, care-staff and family.
Teaching & Presentations: Joint facilitator for 1-day W orking with people with Autism’ 
training for care staff.
Research: Involved in collection o f baseline data for Down’s Syndrome and Dementia project
Meetings, Visits & Observations: Attendance at weekly team meetings, regular psychology 
meetings with local psychologists and learning disability faculty meetings with regional 
psychologists. Visits to 2 day service facilities
Courses & Training Events: Makaton training, Consent & Information Sharing training, 
Behavioural Phenotypes training in Psychiatry Department at St Georges Hospital
Organisational Work: Participation in workgroup to design outcome measures for the service 
and the psychology department
Children, Adolescents & Families Placement 74
Co r e  Ch il d r e n , Ad o l e s c e n t s  & Fa m il ie s  P l a c e m e n t
P l a c e m e n t  D e t a il s
Setting(s); Chüd & Adolescent Mental Health Service (CAMHS)
NHS Trust: Surrey Oaklands Mental Health NHS Trust 
Dates: 13* October 2004 -  24* March 2005
Su m m a r y  o f  E x p e r i e n c e
Clinical Activity with Individual Clients, Couples and Families: Individual work with five 
clients presenting with generalised anxiety disorder/tic disorder, social anxiety, anger 
management, bereavement, behavioural problems associated with insulin injections, and co­
occurring problems including A DH D, M E and possible eating disorder.
Assessment: Use o f ABC charts, BDI, BAI, Bag o f Feelings Assessment and Ideal Self 
Assessment. Neuropsychological assessment o f 3 clients using Wechsler Preschool & Primary 
Scales o f Intelligence (WPPSI), Wechsler Intelligence Scale for Children (WISC-III) and 
Children’s’ Memory Scales.
Intervention: Predominant models used were Behaviour, Cognitive Behavioural and Systemic 
Theory. Introduction to use o f developmental and neuro-developmental theories to inform 
formulations.
Meetings, Visits & Observations: Participation in psychology team meetings every two weeks, 
CBT supervision run by two psychologists for the team and psychotherapy supervision run by 
the team psychotherapist. Observation o f family therapy clinic and the assessment and follow up 
o f a three year old boy with suspected Autistic Spectrum Disorder at the Child Assessment 
Service run by a multi-disciplinary team. Meeting with art therapist and observation o f child 
psychiatrist as part o f induction.
Courses & Training Events: Participation in team educational half days. Child Protection 
Conference at Sandown Racecourse, Conflict Resolution Training run by the Trust, Self Harm  
conference and Advances in Adolescent Mental Health training day at South Thames Health 
Authority (including presentations on psychodrama, solution focused work with depressed 
adolescents, multi-family interventions with eating disorders, telephone intervention for OCD)
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Co r e  O l d e r  P e o p l e  PT.ArF.MF.NT
P l a c e m e n t  D e t a il s
Setting(s): Community Mental Health Team for Older Adults & Physical Rehabilitation Unit 
NHS Trust: South West London & St Georges Mental Health NHS Trust 
Dates: 12* October 2005 — 24* March 2006
Su m m a r y  o f  E x p e r ie n c e
Clinical Activity with Individual Clients, Couples and Families: Individual work with three 
clients at CMHT presenting with OCD/alcoholism, depression/hopelessness and suicidal 
ideation. Co-occurring problems included blindness, memory impairment and heart disease. 
Caseload o f six clients at rehabilitation unit presenting with fear o f falling, bereavement, low 
mood, anxiety and sleep disturbance.
Group Worlc Designed and implemented with psychology assistant a 6-session anxiety 
management group, utilising cognitive behavioural techniques. Participation in carers support 
group and occupational therapy group-work on the dementia care inpatient ward.
Assessment: Use o f BDI-II, BAI, Yale-Brown Obsessive Compulsive Checklist and Hospital 
Anxiety & Depression Scale (HADS). Neuro-psychological assessment with 2 clients using 
WAIS-II, NART, Logical memory Test, HVLT-R, Trail Making test, FAS, Graded Naming Test, 
Hayling & Brtxton test and CAMCOG to inform dementia assessment.
Intervention: Predominant models used was Cognitive Behavioural Theory, but also used 
Narrative Therapy with one client. Used Systemic Theory and Neuro-psychological Theory to 
inform formulations. Liaison/joint working with social worker, psychiatrist, care-staff and 
family.
Teaching & Presentations: Presentation to psychology team about training course on narrative 
therapy. Teaching session to clients attending falls group at rehabilitation unit discussing use o f 
anxiety management and graded exposure to manage fear.
Meetings, Visits & Observations: Attendance at monthly psychology team meetings. 
Observation o f psychiatrist’s outpatient clinic, two CPA reviews, a community visit by a CPN 
and attendance at a ward round. Visit to residential and day service facilities.
Courses & Training Events: 2-day Narrative Therapy course by Michael White, local and 
regional psychology CPD days and CMIS training.
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Sp e c ia l ist  P l a c e m e n t : P s y c h o -o n c o l o g y
P l a c e m e n t  D e t a il s
Setting(s): Departm ent o f Psychological Medicine 
NHS Trust; Royal Marsden Hospitals NHS Trust 
Dates: 6th April 2005 — 23rd September 2005
Su m m a r y  o f  E x p e r i e n c e
Clinical Activity with Individual Clients, Couples and Families: Short-term /one-off 
sessions with 16 clients, longer-term work with 8 clients, including couples work with clients and 
their spouse. Presenting problems included reactive depression, anxiety, panic, sleep disturbance, 
coping with fatigue and other side-effects o f  treatment, preparing for end o f life, anger 
management, family adjustment, relationship problems, unresolved bereavement and decision 
making around treatment. Clients seen in outpatient clinic and on inpatient wards. Joint 
working with supervisor with 2 clients
Assessment: BDI-II, BAI, Differential diagnosis o f  clinical depression using clinical interview 
for depression. Neuro-psychological assessment using WAIS-II and Auditory Verbal Learning 
Test.
Intervention: Predominant model was Cognitive Behavioural Theory/Adjuvant Psychological 
Therapy (APT). Some use o f systemic theory to inform formulations. lia iso n /jo in t working 
with doctors, nurses, social workers, pastoral care staff and family members.
Teaching & Presentations: Presentation o f Major Research Project proposal at Departmental 
seminar attended by both clinical and research staff.
Meetings, Visits & Observations: Attendance at M DT meetings on palliative care and drug 
development wards, monthly psychology department meetings and case discussion groups with 
psychology team. Meetings with variety o f staff working across hospital, including research staff, 
information centre staff and pastoral care team.
Courses & Training Events: Seminar on medical anthropology. Specialist Interest G roup in 
Oncology & Palliative Care Meeting/Sharing Resources event in Bristol 3-day course o f 
Adjuvant Psychological Therapy with cancer patients and their families.
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Spe c ia l ist  P l a c e m e n t : Ch il d r e n  w it h  Le a r n in g  
D isa b il it ie s
P l a c e m e n t  D e t a il s
Setting(s): CAMHS Outreach Service for Children with Learning Disabilities 
NHS Trust: South West London & St Georges Mental Health NHS Trust 
Dates: 5* April 2006 — 29* September 2006
Su m m a r y  o f  E x p e r ie n c e
Clinical Activity with Individual Clients, Couples and Families: Individual work with 9 
families with children presenting with behavioural problems associated with Autistic Spectrum 
Disorder (ASD), Asperger’s Syndrome, ADHD and developmental/speech & language delay. 
Presenting problems included anger management, challenging behaviour, anxiety, preparation for 
surgery, inappropriate touching, aggressive behaviour and difficulty with separating from mother.
Assessment: Functional analysis of behaviour, behavioural observations & ABC charts. 
Connors Questionnaires for assessing ADHD. Ability to consent to surgery assessed using 
verbal reasoning subtests of WISC-III. Use of performance subtests of WPPSI and Pre- 
linguistic Autism Diagnostic Schedule with 2 children as part of Social Communication Clinic 
Assessment. Learning disability assessment using WISC-IV.
Intervention: Predominant models used were Behaviour Theory, Cognitive Behavioural Theory, 
and Developmental/Neuro-developmental Theories. Also used systemic theory to inform 
formulations. Liaison/joint working with paediatrician, social worker, occupational therapist, 
speech & language therapist, physiotherapist, educational psychologist, schools, respite service 
and family members..
Meetings, Visits & Observations: Attendance at weekly referral meetings, quarterly 
psychology meetings and CAMHS away day. Observation of monthly feeding clinic, visit to 
school with specialist ASD provision and nursery class for children with communication 
difficulties.
Courses & Training Events: Psychology CPD Event on Attachment Issues with Looked-After 
Children, Child Protection Training, Occupational Therapy presentation on the use of 
therapeutic listening in sensory integration work.
Organisational Work: Review and management of assessment and treatment waiting. 
Observation of a meeting mapping current services and referral pathways for children suspected 
of having ASD.
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Su m m a r y  o f  A d u l t  M e n t a l  H e a l t h  Ca se  R e p o r t
Title: Cognitive-behavioural therapy with a 38-year-old woman with a history o f 
childhood sexual abuse presenting with depression and anxiety
Presenting Problem: Jane was a thirty-eight year old, White British, lady. She was 
initially referred to the Community Mental Health Team by her General Practitioner, 
who had been treating her for depression and anxiety with an anti-depressant. 
According to the Psychiatrist’s assessment letter, Jane reported that she had recently 
become troubled by thoughts about a period o f time in her Hfe when her older brother 
sexually abused her. Following their assessment o f Jane, the Psychiatrist recommended 
that she be considered for psychological help.
Assessment Procedure: The assessment phase o f therapy was undertaken over two 
sessions, with the first being observed by my supervisor. Information was gathered 
directly from Jane using a cognitive behavioural theory framework. In addition, time was 
spent establishing the nature o f Jane’s memories about the abuse and her thoughts and 
feelings about her past and current experience. In order to establish baseline measures 
o f depression and anxiety, Jane was asked to complete the Beck Depression Inventory 
(BDI—II) and the Beck Anxiety Inventory (BAI).
Formulation:
Using a cognitive-behavioural formulation I hypothesised that the stress Jane was 
experiencing at the time o f the referral made it harder for her to implement effective 
coping strategies to contain the distressing thoughts she had about her sexually abusive 
experiences. In addition, her two daughters had reached a similar age to Jane when she 
was abused and therefore she may have been reminded about this period o f her hfe. 
Jane’s fear that she would loose her mind if  she allowed herself to remember the abusive 
experience further compounded her anxiety when she began to be troubled by persistent 
thoughts about the abuse. Her low mood also led her to focus on negative thoughts 
about the abuse, which in turn reinforced her negative feelings about herself. With her 
behef that she should not ask for emotional support, Jane would drink alcohol to reduce 
her anxiety levels and hit her mood. In this way Jane was adopting another coping 
strategy that enabled her to avoid experiencing the intense emotions associated with 
thoughts about the abuse.
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Action Plan: The aim o f the treatment plan was to address Jane’s automatic negative 
thoughts about the abuse and her abihty to cope with her emotions about the experience. 
W ork would also centre on teaching Jane cognitive and behavioural strategies for 
managing the symptoms o f her depression and anxiety, which were more adaptive fh(,n 
drinking alcohol.
Intervention: The intervention phase o f therapy was undertaken independently over 8 
sessions and included: 1. Cognitive restructuring around the meaning of the abuse to enable Jane 
to consider alternative ways o f thinking about her abusive experience and normahsing 
Jane’s reaction to the abuse. 2. Managing symptoms of anxiety that would enable her to 
control the physiological reactions to her anxiety, namely relaxation and breathing 
techniques. 3. Managing ymptoms of depression using thought monitoring and searching for 
alternative evidence and the use o f activity scheduling. Within therapy it also important 
to model a collaborative supportive partnership to enable Jane to feel a respected 
collaborator who had a part in treatment planning and hypothesis testing.
Outcome: Jane’s BDI-II score reduced from 19 to 5 and her BAI score from 12 to 3 
over the course o f therapy. Jane commented that the abuse was part o f her life but that 
she felt therapy had enabled her to adopt a different perspective about what happened 
that preserved her self-esteem. She also reported that using the technique o f ‘stepping 
back’ and using alternative thinking about situations, she was f in d in g  it easier to balance 
her work and home life. In addition she had reduced her intake o f alcohol and was not 
using it to manage her anxiety.
Critical Evaluation: Jane had demonstrated great strength during her life, which I 
continually recognised in therapy, but because we had only spent two sessions talking 
about the abuse, I remained aware that Jane might need more specialist help in the 
future. Given the significant improvement in Jane’s BDI-II and BAI scores I felt that it 
had been important to address her behefs about emotions in practical ways. However, I 
felt that the strong therapeutic relationship that Jane and I established during therapy 
was a significant factor in her recovery. It may have been beneficial to adopt a systemic 
approach to working with Jane, as sexual abuse is not a static event, but occurs within 
the context o f culture, family and relationships. When handling issues o f childhood 
sexual abuse it is also necessary to be aware o f the possible legal and ethical imphcations 
o f the client’s decision to disclose the abuse.
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Su m m a r y  o f  P e o p l e  w it h  L e a r n i n g  D is a b il it ie s  Ca s e  R e p o r t
Title: An Extended Assessment o f a 50 Year Old Woman Displaying Challenging 
Behaviour
Presenting Problem: Emma, a White-British 50-year-old lady, hved in community 
based supported housing and was referred to the Psychology Department due to 
concerns raised by her keyworker Sandra. Emma had become increasingly preoccupied 
with her arrangements for visiting her parents. She had been unable to explain the 
source o f her anxiety about this issue and Sandra had queried whether she was 
experiencing memory problems. Emma had also become increasingly verbally aggressive 
towards members o f staff.
Assessm ent Procedure: The initial assessment was conducted over two sessions at the 
residential home where Emma Hved and included several hours work reviewing Emma’s 
case notes and conducting background research.
Formulation:
Based on reports from Emma and Sandra, and from looking at the events that predated 
her most recent episodes o f challenging behaviour, a formulation based on a functional 
analysis o f her behaviour was developed. The formulation highhghted the possibHity 
that anxiety was both causing and maintaining Emma’s repetitive questioning and verbal 
aggression. It was also evident from the psychiatric medication prescribed to F.mma that 
she had been experiencing high levels o f arousal since Hving at her current residence. 
This hypothesis raised the possibiHty that Emma’s memory problems were the result o f 
the impact that worry and anxiety can have on the resources o f working memory. 
Although it appeared that Emma’s behaviour could be providing her with a strategy for 
managing her anxiety it was not clear at this stage whether Em ma was experiencing a 
global decline in her memory, or whether her increased levels o f anxiety were leading her 
to have memory problems.
Action Plan:
In order to test these ideas raised by the formulation, the foUowing plan was developed:
1. Test Emma’s memory abihties using the Rivermead Behavioural Memory Test
2. Assess Emma’s psychological well-being using the Mini-PAS-ADD
3. Meet with Emma and Sandra to discuss Emma’s progress
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Extended Assessment: Rivermead Test Overall Emma obtained a score indicating that 
she had a Moderately Impaired memory. Consistent with the finding from the validation 
study, Emma had particular difficulty with the story recall and orientation subtests. It 
was therefore difficult to conclude from the results whether Emma performed at a lower 
level because o f her learning disabihty. M ini PAS-ADD: Emma’s results indicated that 
she was at increased risk o f experiencing an anxiety disorder. The results supported the 
idea that the level o f arousal caused by Emma’s anxiety could be contributing to her 
memory problems and aggressive behaviour. Observation o f the interaction between 
Emma and support staff also showed that there was a significant power difference within 
these relationships. I hypothesised that Emma’s experiences had led her to develop a 
sense o f identity that incorporated feelings o f powerlessness and low self esteem.
Extended Formulation: Overall, I felt that the information I collected from various 
sources throughout the assessment, including relevant research evidence, supported the 
hypothesis that anxiety was providing the motivational basis for Em ma’s challenging 
behaviour.
Recommendations for Intervention: My recommendations focused on reducing
Emma’s worry and anxiety and modifying the factors that I believed were m^inttiiniug 
her behaviour i.e. reassurance giving from staff, aversive social interactions and Em ma’s 
low self-esteem.: Finally, I recommended that Emma’s memory be tested every six 
months to monitor any changes.
Critical Evaluation: The assessment process was guided by a functional analysis o f 
Emma’s presenting behaviour, which enabled me to consider a range o f possible 
motivating and maintaining factors. Functional analyses are generally accepted as best 
practice when working with clients with difficult and challenging behaviour and I felt 
that this hypothesis generating and testing format increased the reliabihty and validity o f 
the final formulation. However, I felt that the assessment process was limited by the 
number o f data collection methods I used during the initial assessment. In terms o f the 
extended assessment, the main difficulty was not being able to access a memory test 
designed specifically for people with a Id. The Mini PAS-ADD has the advantage o f 
being a validated measure for people with a Id; however, the assessment is rehant on the 
quality o f the information provided by the client’s carer.
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Su m m a r y  o f  C h i l d r e n  A d o l e s c e n t s  &  F a m il ie s  Ca s e  R e p o r t
Title: Cognitive Behavioural Therapy with a 13-year-old Young Man with Motor Tics & 
GeneraUsed Anxiety with Consideration o f Broader Contextual Issues
Presenting Problem: Alex was a 13 year old boy who was originally from New Zealand 
and had been living in England for the past 4 years. He had been referred to a 
paediatrician for investigation o f a series o f motor tics that included throat clearing, head 
nodding and eye rolling. Following a series o f medical investigations no biological 
abnormahties were found. Alex’s mother Kate had decided against using medication and 
had been keen to pursue some psychological support for Alex.
A ssessm ent Procedure: Information for the initial assessment was collected during 
two joint sessions with Alex and his mother Kate. Alex completed the Beck Anxiety 
Inventory, with his score indicating a severe level o f anxiety and that he was severely 
troubled by emotions such as fear. In addition he completed a Bag o f Feelings 
assessment so that I could gain a full understanding o f his awareness o f his emotions.
Formulation: The assessment highhghted the fact that, although Alex was initially 
referred for help with motor tics, there was evidence to suggest that he was experiencing 
a lot o f worrying thoughts and anxious feelings that I theorised were characteristic o f 
generahsed anxiety disorder. I formulated around the aetiology and maintenance of 
Alex’s anxiety using a cognitive behavioural model o f GAD. However, I decided to 
widen this formulation to take into consideration the potential role o f contextual and 
systemic factors in the onset and maintenance o f his anxiety. For example, people with 
GAD may leam to have an internal response o f anxiety by imitating the anxiety 
responses o f their parents. Finahy, I thought it was important to theorise about how the 
m otor tics fitted into Alex’s presentation. Simple tics are also known to be exacerbated 
by stress. A t the time when Alex developed the tics he was having to cope with moving 
into a new culture and starting a new school, where he found it difficult to make ftiends.
Action Plan: Based on research evidence about the management o f GAD in young 
people and my initial formulation I decided that a cognitive behavioural approach to 
therapy would be most effective, with work that addressed some o f the wider contextual 
issues that were maintaining Alex’s anxiety.
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Intervention: The intervention occurred over 8 session and included psycho-education 
about the nature o f anxiety, education about ways to identify, evaluate, and challenge 
anxious thoughts, training in relaxation strategies and teaching alternative ways o f coping 
based on principles o f communication skills training. Kate was included in all sessions to 
provide reinforcement and rewards for children’s success, and to leam to implement and 
practice the skills with their children.
Outcome: During the course o f therapy Alex demonstrated that he had begun to make 
some significant changes in his hfe. He became extremely skihed at thought monitoring 
and looking for alternative evidence and Kate reported that he spent a lot less time 
ruminating about his worries and wanting to talk about them at length with her. He had 
also begun to take more risks by inviting friends over and arranging activities outside o f 
school, which he had found very positive experiences. His scores on the BAI did not 
demonstrate a significant change in anxiety levels, even though his ratings indicated a 
change from severe to moderate-severe anxiety. Over the course o f therapy there had 
been no change in the frequency o f the tics. Kate expressed disappointment about this, 
but reported that she was more reahstic about the fact that Alex was at a developmental 
stage that was emotionally challenging and that in time he may ‘grow out’ o f the tics.
Critical Evaluation: In my evaluation o f the outcome I considered why Alex’s tics did 
not improve and why he still experienced worry on a regular basis. I felt that therapy 
had been rushed due to time constraints on my placement, and that we did not have the 
space to fuHy develop and explore many o f the issues and cognitive-behavioural 
strategies that we covered in sessions (for example, the research evidence reviewed 
previously suggests that 17 to 24 sessions o f CBT are required). In many respects I felt 
that the hard work for Alex was going to begin once therapy was complete, as he tried to 
integrate the strategies that we had discussed into his daily Hfe. As such I was very 
pleased that Kate had been involved in sessions, so that she could continue to support 
Alex in developing these skills. In retrospect I wondered whether the outcome would 
have been more successful if we had prioritised interventions designed specifically to 
manage the tics, such as contingent negative practice, rather than focusing solely on the 
worry. My formulation had also highhghted the fact that it was not possible to totally 
rule out the role o f biological factors in the onset and maintenance o f the tics, and Kate 
reported that she thought regular medical check-ups in the future would be important.
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Su m m a r y  o f  O l d e r  P e o p l e  Ca s e  R e p o r t
Title: A Neuropsychological Assessment o f a 68 Year Old Woman Experiencing 
Depression & Anxiety 10-years Post-Stroke
Presenting Problem: Pamela, a 68-year-old White-British lady who had experienced a 
minor stroke 10 years previously, was referred for psychometric assessment. Prior to the 
referral Pamela’s mental health had deteriorated and the interventions being offered were 
having httle impact on her symptoms, which included anxiety and agitation. Her 
psychiatrist had queried whether Pamela’s difficulties were related to deficits in her 
cognitive abilities. As part o f an ongoing multidisciplinary review o f Pamela’s case he 
requested that a detailed neuropsychological assessment o f Pamela’s cognitive skills be 
undertaken. The aim was to use this information to estabhsh what support would be 
most appropriate for Pamela and to tailor future treatment strategies to her strengths and 
weaknesses.
Assessm ent Procedure: The assessment began with a thorough review o f Pamela’s 
case notes and a pre-assessment interview. This showed that Pamela had a long history 
o f depression and anxiety and since her stroke had experienced memory problems and 
difficulty with concentration and planning.
Hypotheses: Based on the pre-assessment information and a Hterature review the 
following hypotheses were generated: i)Pamela wiU have a neuropsychological profile 
consistent with pathology in the right middle cerebral artery territory o f the brain. 
ii)Pamela will have cognitive deficits that are consistent with further pathology in the 
right side o f the brain. iii)Pamela’s difficulties engaging in treatment for her mental 
health problems is in part related to her cognitive deficits
Rationale: Due to the wide ranging effects that strokes can have on brain function and 
the possibiHty that further degeneration had occurred, it was decided that a frdl battery o f 
tests would be used that would assess a range o f mental abihties. Tests included the 
WAIS-II, NART, Logical memory Test, HVLT-R, Trail Making Test, FAS, Graded 
Naming Test, HayHng & Brixton Test and HADS. The assessment was spHt over two 
sessions to reduce the effects o f fatigue on test results.
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Outcome: The following main conclusions were made following the assessment:
i)Although Pamela’s general intellectual functioning was within the average range for her 
age group, she had experienced an overall decline compared to her pre-stroke 
functioning. ii)Pamela’s self reported difficulties and presentation to others was 
probably related to significant deficits in her working memory. iii)Assessment of 
Pamela’s executive functions produced a mixed picture, making it difficult to conclude 
whether there was frontal lobe involvement, however, her difficulties with planning and 
organisation could have been related to working memory problems. iv)Pamela had 
experienced a slowing in her speed o f processing and manipulating information, 
including both verbal and visuo-spatial information, and this was likely to be related to 
working memory deficits.
Conclusions: Overall, the results supported the hypothesis that Pamela had a cognitive 
profile consistent with right hemisphere brain damage. Pamela’s memory problems and 
slowed speed o f processing information were likely to be contributing to her difficulties 
engaging in and benefiting from interventions being offered to her. However, a review 
o f her psychiatric history indicated that Pamela had difficulty engaging in services even 
before the stroke occurred. This suggested that Pamela’s personahty style o f feeling 
overwhelmed and immobilised by her problems was also continuing to contribute to her 
current presentation and there are theories that suggest that the biological changes 
associated with a stroke can coarsen existing personahty characteristics.
Critical Evaluation: The assessment was limited by the lack of information about 
Pamela’s visual memory, due to her decision not to complete the complex figure test. 
In addition, Pamela and her family did not seem to link the effects of her cognitive 
difficulties with the increased levels of anxiety she had been experiencing. The value 
of the assessment was therefore not only in addressing the referral question and 
ensuing hypotheses, but also to provide important information for Pamela, her family 
and the team. Finally, it was evident from meeting Pamela that even ten years post­
stroke she was still holding some hope that she would be ‘cured’. It was planned that 
the results of the assessment would form an important part of starting to support 
Pamela in coming to terms with the multiple losses she had experienced following her 
stroke. This outcome highlights the therapeutic value of neuropsychological data, as 
well as its use in diagnosing and describing brain dysfunction.
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Su m m a r y  o f  Sp e c ia l is t  P l a c e m e n t  Ca s e  R e p o r t
Title: Adjuvant Psychological Therapy with a 36-year-old Woman being treated for 
Carcinoma o f the Breast.
Presenting Problem: Jessica, a 36-year-old, White-British woman, who had recently 
been diagnosed with carcinoma o f the left breast was referred to the psychology 
department by a Clinical Nurse Speciahst. Jessica had been feeling low and anxious since 
receiving her diagnosis o f cancer five months previously and in particular her sleep had 
been disrupted. Jessica had a seven month old baby and was f in d in g  it extremely 
difficult to cope with day to day tasks due to her fatigue. In addition she was 
experiencing persistent anxious thoughts and felt unable to control these.
Assessm ent Procedure: The assessment was carried out over two face-to-face sessions 
with Jessica. To assess her suitabihty for psychological therapy an interview based on the 
DSM-IV criteria for the diagnosis o f clinical depression was used to explore the 
symptoms that Jessica had been experiencing. Evaluation o f Jessica’s symptoms 
suggested that she was experiencing mild to moderate levels o f depression, and that APT 
would be a suitable intervention. Jessica was also asked to complete a sleep diary in the 
period between our first and second session.
Formulation: Based on my assessment o f Jessica, I formed an initial working
hypothesis that she had adopted an ‘anxiously pre-occupied’ adjustment style. This style 
is characterised by constant worry that the disease will return and searching for 
reassurance. I formulated that the breast cancer represented a threat not only to Jessica’s 
health and mortality, but also to her role as a mother, partner and daughter, and her 
perception o f herself as an efficient, hard working women who had control over all 
aspects o f her hfe and her future. This appraisal o f cancer as being a huge threat, 
combined with the behef that there was httle she could do to control the disease resulted 
in Jessica experiencing persistent worrying thoughts that triggered symptoms o f anxiety 
and low mood. This anxiety motivated her search for self-help information and 
alternative medicine. However, this information sometimes acted to increase her anxiety 
by prompting feelings o f fear and guilt that she had been responsible for the 
development o f her cancer.
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Action Plan: Adjuvant Psychological Therapy formed the basis o f the intervention with 
Jessica. This is a modified version o f Beck’s cognitive therapy, and provides practical 
ways o f addressing the complexity o f problems that are commonly seen in people living 
with cancer. We decided to start therapy by addressing the insomnia and fatigue, as 
Jessica reported that if she could feel less tired and re-engage in the activities she used to 
enjoy, she could cope with the emotional demands o f her diagnosis and treatment.
Intervention: The intervention was carried out over 4 session and included strategies 
for managing insomnia, activity scheduling, identifying negative automatic thoughts and 
using cognitive strategies such as thought stopping, challenging thoughts and looking for 
alternative evidence. Jessica was also referred to the occupational therapy department 
for relaxation training sessions.
Outcome: After our fifth session Jessica decided that she wanted to put psychology 
sessions on hold. She had just started attending the hospital on a weekly basis for 
radiotherapy and was finding the regimen physically demanding. She reported that she 
had found the sessions extremely helpful and felt that she had the skills to continue to 
work on her anxiety whilst combining these with relaxation techniques. Due to the 
number o f significant stressful like events in Jessica’s personal history I felt on reflection 
that she may have benefited from further sessions to explore how cancer had activated 
some o f her negative core beliefs, rules and assumptions and to work on modifying the 
rigidity o f these beliefs.
Critical Evaluation: Initially I felt uncomfortable adopting a problem solving, practical 
approach to therapy with cancer patients, however, my clinical experience demonstrated 
to me the effectiveness o f APT in helping people manage the huge number o f challenges 
that are triggered by a diagnosis o f cancer, and I found that this approach sat very 
comfortably alongside exploration o f the emotional issues triggered when we come face 
to face with a threat to our physical health. When working with people with cancer it is 
important to acknowledge how the culture o f the healthcare system can itself complicate 
adjustment and to provide support to both medical teams and patients to ensure there is 
clear and open communication. A particularly important factor within this issue is the 
power differential that often exists between patients and medical professionals and how 
this impacts on people’s ability to access information and make informed decisions about 
their care.
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Re s e a r c h  D o ssie r
OVERVIEW
This section contains a summary o f research experience gained over the 
course o f training and the Service Related Research Project and Major
Research Project
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Research Log Checklist
1 Formulating and testing hypotheses and research questions V
2 Carrying out a structured literature search using information technology and 
literature search tools
3 Critically reviewing relevant literature and evaluating research methods V
4 Formulating specific research questions
5 Writing brief research proposals
6 Writing detailed research proposals/protocols
7 Considering issues related to ethical practice in research, including issues of 
diversity, and structuring plans accordingly
V
8 Obtaining approval from a research ethics committee
9 Obtaining appropriate supervision for research V
10 Obtaining appropriate collaboration for research V
11 Collecting data from research participants V
12 Choosing appropriate design for research questions V
13 Writing patient information and consent forms V
14 Devising and administering questionnaires V
15 Negotiating access to study participants in applied NHS settings V
16 Setting up a data file V
17 Conducting statistical data analysis using SPSS V
18 Choosing appropriate statistical analyses V
19 Preparing quantitative data for analysis
20 Choosing appropriate quantitative data analysis
21 Summarising results in figures and tables
22 Conducting semi-structured interviews V
23 Transcribing and analysing interview data using qualitative methods
24 Choosing appropriate qualitative analyses V
25 Interpreting results from quantitative and qualitative data analysis
26 Presenting research findings in a variety of contexts V
27 Producing a written report on a research project V
28 Defending own research decisions and analyses V
29 Submitting research reports for publication in peer-reviewed journals or edited 
book
□
30 Applying research findings to clinical practice
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U n iv e r s it y  o f  Su r r e y  
P sy c h D  Cl in ic a l  P s y c h o l o g y  
Y e a r I
Se r v ic e  Re l a t e d  Re s e a r c h  P r o je c t
R e -e n g a g in g  w it h  t h e  P a t i e n t :
A n  e v a l u a t io n  o f  a  s h o r t  t e a c h i n g  p r o g r a m m e  a i m e d  a t
INTRODUCING INPATIENT NURSING STAFF TO PSYCHOLOGICAL 
APPROACHES TO WORKING WITH PEOPLE EXPERIENCING PSYCHOSIS.
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A b s t r a c t
Objectives: To establish whether a brief teaching programme for inpatient
nursing staff improves their familiarity with models of understanding psychotic 
illness, their knowledge of effective skills for engaging with clients experiencing 
psychosis and their attitudes towards this client group.
Design; A matched pairs, repeated measures questionnaire design was used to test 
for a change in knowledge and attitudes pre and post teaching. In addition a 
satisfaction style survey was used to collect feedback from participants on the 
content and delivery of the programme.
Participants: Six nursing staff attending the teaching programme, with all
agreeing to participate in the evaluation study. The group consisted of staff nurses 
and nursing assistants.
Outcome Measures: A questionnaire was designed to assess course participants’ 
knowledge and attitudes in relation to psychosis. In addition, a brief questionnaire 
was used to assess participants’ views about the content and delivery of the course.
Results: A repeated measures Wilcoxon test showed that there was a statistically 
significant difference between the overall pre and post score obtained on the 
knowledge and attitudes questionnaire. Overall, feedback about the course was 
positive, with participants reporting that they would have liked more teaching time.
Conclusions: The results provide evidence to suggests that the teaching 
programme had a positive impact on the knowledge and attitudes of the nursing 
staff, in line with the four course objectives. In addition, the course participants 
reported that the course had been a very useful experience and that they had most 
valued the teaching on improving their engagement skills.
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In t r o d u c t i o n
The provision o f inpatient psychiatrie care has changed dramatically over the past 30 
years with the closure o f long stay hospitals and a shift towards care in the community. 
The number o f acute inpatient beds has decreased significantly leading to overcrowding 
on wards and the admission of a higher proportion o f severely mentally ill patients, many 
o f who are suffering fiom psychotic illness (Higgins et al (1999). Within these highly 
demanding and stressfiil environments, frontline nursing staff are expected to provide a 
safe and therapeutic environment for their chents.
In 1997 the Sainsbury Centre for Mental Health conducted a snapshot survey o f 309 
psychiatric inpatient wards in England. They found that many wards were being forced 
to neglect consistent patient-centred care in favour o f custodial care, more characteristic 
o f the Victorian asylums. These findings are not surprising given that nursing staff have 
more responsibility for administrative tasks and are continually under pressure to meet 
Department o f Health (DoH) targets with limited resources, leaving them with less time 
for face-to-face patient care.
For many nursing staff the current climate o f inpatient care is far removed from the 
reasons that originally motivated them to enter their profession. Cutcliffe (2000) found 
from a sample o f nursing staff that the face-to-face psychosocial aspects o f nursing care 
were the most valued part o f their job. These findings have important impHcations for 
staff satisfaction and ultimately staff retention. In addition, Barchard (1989) in Baker & 
Rolfe (2000) conducted a survey o f inpatient psychiatric service users and found that a 
significant proportion were dissatisfied with being managed at arms length. This 
evidence suggests that the lack o f opportunity to provide direct therapeutic care is having 
a detrimental effect on both staff and service users alike.
G oumay et al (1998) argue that in order to rectify the apparent problems facing 
psychiatric inpatient services, wards must develop a stronger therapeutic culture. This 
argument is mirrored in a number o f D oH  documents. The Mental Health Policy 
Implementation Guide for Adult Acute Inpatient Care (DoH 2002) states that Trusts 
m ust ^Provide quality inpatient services with active therapeutic engagement by weU-led, 
competent, motivated and skilled staff (p i8).
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A growing body o f literature is suggesting that therapeutic interventions in the form of 
brief cognitive behavioural techniques can be used effectively by nursing staff with hard 
to reach clients. Turkington et al (2002) reported a randomised controlled trial which 
found that community psychiatric nurses delivering brief cognitive behavioural 
interventions for people with schizophrenia were able to significantly reduce overall 
symptoms experienced by their clients. Baker (2000) argues that educational institutions 
have tended to focus psychological intervention courses towards community nursing 
teams and that the priority now is to redress this balance by offering teaching packages 
for inpatient nursing staff.
The aim o f the current study is to evaluate one such teaching package that was 
developed by three clinical psychologists working with nursing staff at a 202-bedded 
adult psychiatric hospital in South West London. In line with D oH  guidelines, the 
Trust’s local clinical governance agenda had highhghted the need to make inpatient 
settings more therapeutic. As part o f this initiative wards were being asked to allocate 
key nurses to all inpatients, whose role would include spending at least one hour per 
week engaging in face-to-face contact with the chent. The challenge for the 
psychologists was to develop a training package that would enable nursing staff to 
acquire psychological knowledge and skills that would facilitate the process o f these one 
to one sessions.
The teaching package was designed to be delivered over three one-day sessions, followed 
by a half-day follow-up session. The teaching consisted o f examining staffs attitudes 
towards people experiencing delusions and hallucinations, introducing them to models o f 
understanding psychosis and enabling them to use the thoughts-feelings-behaviour 
model to improve engagement with clients. The teaching was delivered using a 
combination o f lectures, group exercises and role-play.
The course teachers were interested in evaluating the programme to ensure that it was 
meeting their initial objectives for the course, as well as the needs o f nursing staff. 
Kenworthy & Nickline (1989) argue that course evaluation is the most im portant part o f 
developing teaching programmes and is crucial for the future development o f teaching. 
Therefore it was essential that an evaluation be conducted, to ensure that results 
informed the development o f future courses.
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M e t h o d
The author was asked to conduct a summative evaluation o f the teaching programme. 
Outcomes were assessed in terms o f four course objectives, outlined by the 
psychologists who developed the teaching programme. These included:
• To improve nursing staffs knowledge o f theoretical models o f understanding 
psychotic illness
• To improve knowledge o f appropriate skills that will aid engagement, rapport 
building and collaborative working with clients experiencing psychosis
• To encourage more positive attitudes towards clients experiencing delusions and 
hallucinations
• To raise nurses confidence in working with this client group, particularly within one- 
to-one sessions.
In addition, the psychologists were interested in receiving course participants’ feedback 
about the format and delivery o f the teaching programme.
Following a discussion with the Trust’s audit department it was agreed that the project 
would not require ethical review (see appendix 1 for a copy o f the ethical scrutiny form).
D esign
Assessment o f the outcome o f the teaching programme was conducted in terms o f the 
four course objectives, using a longitudinal, within subject, repeated measures pre 
teaching/post teaching questionnaire design.
A satisfaction-style survey was used to gather course participants’ views about the 
content and delivery o f the course.
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Participants
A total o f six members o f nursing staff signed up to attend the course and were present 
for all four session in the programme.
AH course participants agreed to take part in the evaluation. A copy o f the information 
sheet and consent form is included in appendix 2. Table 1 provides a summary o f the 
demographics o f the sample.
Table 1- Sample Demographics
A g e Se x Jo b  R o l e No. Y ea r s  W o r k in g  
IN In p a t ie n t  
Se t t in g
P r e v io u s  P sy c h o sis  
T r a in in g
24 Male Staff Nurse Less than 1 year No
26 Male Staff Nurse 4 years No
27 Female Nursing Assistant 6 years Yes
31 Female Staff Nurse Less than 1 year No
42 Female Staff Nurse 5 years Yes
43 Male Nursing Assistant 2 years No
Outcome M easures
Knowledge <& Attitudes Questionnaire
The main outcome measure for the evaluation consisted o f a self-report questionnaire 
designed to assess knowledge and attitudes, pre-teaching and post-teaching, in line with 
the four course objectives. Items on the questionnaire consisted o f statements in six 
topic areas, which respondents rated on Likert-type scales. In addition, an open-ended 
question asked respondents a knowledge-based question.
The statements were designed independently by the author with reference to current 
psychological literature on psychosis (for example Chadwick et al (1996), and in 
consultation with the lead psychologist delivering the teaching programme. Two further 
psychologists were asked to review the questionnaire to verify the content validity o f the 
measure and ensure that statements and questions were appropriately worded and 
understandable.
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The pre and post teaching questionnaires were identical, however, the pre-teaching 
questionnaire included items that collected demographic information. The order in 
which the questions were presented in the post-teaching questionnaire was altered to 
reduce carry-over effects. A copy o f the pre-teaching questionnaire is provided in 
appendix 3, with a summary o f the content o f the questionnaire provided in table 2.
Table 2 - Contents of the knowledge/attitudes questionnaire
Co u r s e  O b je c t iv e s T o pic N o .  OF 
ITEMS
Q u e s t io n  n o .
Improve knowledge of 
models
Familiarity with models of 
understanding psychosis
5 2. a & 2.C
Improve knowledge of 
models
Knowledge of the possible 
causes of psychosis
4 2.b
Improve knowledge of 
skills for engagement
Knowledge of approaches to 
engaging people experiencing 
psychosis
13 3
Improve attitudes 
towards psychosis
Attitudes towards people 
experiencing psychosis
7 4.a
Improve confidence Level of confidence working 
with psychosis
1 4.b
Improve confidence Usefulness of 1 toi sessions 1 4.C
Teaching Evaluation Questionnaire
The teaching evaluation questionnaire was designed to collect feedback on the content 
and delivery o f the course and was designed with reference to the nursing education 
literature (Bradshaw (1989). It may have been reasonable to assume that an 
improvement in the knowledge and attitudes o f course participants, as measured by the 
first questionnaire, would in part reflect the effectiveness o f the teaching. However, it 
was important to establish that the format o f the course was meeting the learning needs 
o f the nursing staff.
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Participants were asked to rate, on Likert-type scales, their views about aspects o f the 
course such as its level o f detail and relevance. A series o f open-ended questions were 
also included, which asked respondents to list things they would change about the 
course. See appendix 4 for a copy o f the questionnaire.
Both questionnaires were designed with reference to measurement theory literature. 
This included using simple wording for questions, ensuring response options were 
appropriate to the question and providing a ‘not sure’ option.
Procedure
Participants were invited to take part in the evaluation at the first session o f the teaching 
programme. It was clearly explained to participants that involvement in the evaluation 
was not compulsory, but that any information they provided would be kept confidential 
from the psychologists running the course. In order to match pre and post teaching 
questionnaires, respondents were asked to provide their initials and date o f birth. These 
details were not identifiable to the author.
Participants were asked to complete the pre-teaching questionnaire before the course 
began. These were then placed in sealed brown envelopes and collected by the author. 
Participants attended a further two teaching sessions on a weekly basis and a follow-up 
session, which took place four weeks after the teaching had been completed.
In order to assess change in knowledge and attimdes, the post-teaching questionnaire 
was administered at the start o f the follow-up session. It had been agreed whilst 
designing the evaluation that assessment o f knowledge and attitudes immediately 
following the last teaching session may give an inflated picture o f information acquired, 
and that it would be more useful to assess whether the information had been retained 
over a period o f time. Given the small sample size, it was also beneficial to ask 
participants to complete the questionnaire at the follow-up session, instead o f relying on 
postal questionnaires, which commonly have a poor response rate.
Finally, the author asked participants to complete the teaching evaluation questionnaire 
at the end o f the foUow-up session.
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Analysis
A.nahsis of change in knowledge and attitudes
In order to allow measurement o f change in knowledge and attimdes, responses to the 
knowledge and attimdes questionnaire were given scores. Ratings on the Likert-type 
scales were assigned scores o f 1 to 4 or 5, and responses to no, maybe, yes options 
scored 1, 2 and 3 respectively. The open-ended knowledge question was scored o and 1 
for an incorrect and correct response.
From these scores it was possible to obtain total scores for each o f the six topic areas, 
plus an overall score, which was the sum of aU item scores. To ensure that high scores 
represented higher levels o f knowledge and more adaptive attimdes it was necessary to 
reverse the scoring for a number o f questions.
Due to the small sample size it was necessary to use a non-parametric statistical test to 
analyse the data. A repeated measures, matched-pairs, two-tailed Wilcoxon test was 
chosen to test for statistically significant differences between pre and post teaching 
scores. However, the limited sample size meant that it would be necessary to exercise 
caution when interpreting the results. Small samples limit the power o f a statistical test 
and hence the probability that a significant difference wiU be detected when it acmally 
exists.
Analysis of participants views of course content and delivery
Results from the teaching evaluation questionnaire were analysed using descriptive 
statistics.
R e s u l t s
Assessment of change in knowledge and attitudes
Analysis o f the pre and post teaching responses to the questionnaire showed that, 
overall, an improvement had occurred in the level of knowledge and attimdes 
demonstrated by the course participants (see table 3).
The data also demonstrated that prior to the course, participants had a good level o f 
knowledge about the most effective ways to engage clients experiencing psychosis and 
that their attimdes towards this client group were quite adaptive. In addition, four o f the 
six participants stated that they had high levels o f confidence in their ability to work with
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clients within their one to one sessions. Interestingly, the results indicate that nursing 
staff did not find their one to one sessions any more useful having gained further 
knowledge and skills during the course.
Table 3 - Range of Scores Pre and Post Teaching
T o p ic M i n
POSSIBLE
SCORE
M ax
POSSIBL 
E SCORE
Ra n g e  
OF P r e - 
TEACHIN
G Sc o r e s
Ra n g e  
OF POST- 
TEACHIN
G Sc o r e s
Familiarity with models 4 17 4-11 9-13
Knowledge of causes 4 20 11-20 13-19
Skills for engagement 13 39 30-35 30-36
Attitudes about psychosis 7 35 22-32 25-30
Level of confidence 1 5 2-5 3-5
Usefulness of one to one session 1 4 3-4 3-4
Total Score on Questionnaire 30 111 79-106 89-105
Further statistical analysis was undertaken to test for statistically significant differences 
(see table 4). Results suggested that, overall, course participants showed a statistically 
significant improvement in their knowledge o f psychosis and their attitudes towards 
clients experiencing this mental health problem (z (6) = -1.732, p= 0.046, 2-tailed test). 
Significant differences were also found between the pre and post teaching scores that 
assessed degree o f familiarity with models o f understanding psychosis.
Table 4 - Results from a Repeated Measures Wilcoxon Test
T o p ic M e a n
P r e ­
t e a c h in g
SCORE (SD)
M e a n
POST­
TEACHING 
SCORE (SD)
M e a n
DIFF
Z
Va l u e
A sy m p . 
SiG (2- 
TAILED)
Familiarity with models 8.17 (2.48) 12.00 (1.67) 3.83 -2.207 0.027
Knowledge of causes 14.17 (3.37) 15.83 (2.14) 1.66 -1.807 0.071
Skills for engagement 32.17 (2.04) 33.67 (2.16) 1.50 -1.890 0.059
Attitudes about psychosis 26.83 (3.25) 27.17 (2.14) 0.32 -.412 0.680
Level of confidence 3.67 (1.03) 4.17 (0.75) 0.50 -1.732 0.083
Usefulness of one to one 
session 3.83 (0.41) 3.83 (0.41) 0.00 0.00 1.000
Total Score on 
Questionnaire 88.83 (9.24) 96.67 (5.96) 7.34 -1.732 0.046
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Assessment of the Teaching 'Evaluation
Table 5 and graph 1 provide a summary o f the responses to the closed ended questions 
about the content o f the course. All participants reported that they found the course 
very useful, however, on average the group found that they only understood the 
information included in the course fairly well. AU, but one participant felt that the right 
amount o f detaU had been included. AU participants reported that they had leamt new 
practical skiUs that they could apply in their everyday practice.
Table 5 - Summary of responses to closed ended questions, aimed at evaluating the 
content and delivery of the course
Ra n g e  o f
POSSIBLE
RESPONSES
M e d ia n M o d e Ra n g e %OF
HIGHEST
RATING
RESPONSES
How useful was the course? 1-4 
(not at aU - 
very)
4 4 4-4 100%
How weU did you 
understand info presented?
1-4
(not at aU weU - 
very weU)
3 3 3-4 33%
How relevant was it to your 
practice?
1-4 
(not at aU - 
very)
4 4 3-4 83%
How much did you enjoy 
the course?
1-4
(not at aU - a 
lot)
4 4 3-4 83%
What did you think of the 
level of detaU included
1-3
(too much, just 
right, not 
enough)
2 2 2-3 83%
Did you learn new skiUs? 1-3
(no, yes some, 
yes a lot)
2.5 2 2-3 50%
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Graph 1 - Median ratings to questions assessing the content of the course
g
1
c.2
■s
Usefulness Understandabiiity Relevance Enjoyment
Graph 2 provides a summary o f the percentage of Very useful’ responses to  a question 
about the different teaching methods employed during the course. The results indicate 
that the group discussions and exercises were regarded as the most useful.
Graph 2 - Percentage of Very useful’ responses to the question ‘How useful did you find 
the following teaching methods used during the course?’
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Investigation o f the qualitative responses to the open ended questions showed that the 
course was criticised for being too short. Participants wanted more time to receive 
teaching on the topic, with over half the group stating that this would have improved 
their level o f understanding. W ithout fail, all six participants reported that the most 
useful aspect o f the course was learning how to improve engagement with their clients, 
especially within their one to one sessions. All six commented that the role-play was 
both extremely useful and enjoyable. Changing the length of the course and amount of 
teaching were the only factors, which participants felt would make the course a more 
useful and enjoyable experience.
D is c u s s io n
In summary, the results o f the evaluation provide evidence to suggest that the four 
course objectives were met. In particular, participants showed an improvement in their 
knowledge and attitudes, most significantly in then knowledge o f models about the onset 
and development o f psychosis. Although a statistically significant difference was not 
found between scores for knowledge o f skills for engaging clients, a p value o f 0.059 
suggests that the likelihood that a true significant difference existed was still high. In 
addition, participants reported that this aspect o f the course had been the m ost useful. 
This is important when considering the aim o f the course was to support nursing staff in 
their use o f one to one sessions with their clients on the ward, many o f whom would 
probably be suffering from psychotic illness.
Pre-teaching data indicated that staff already had good knowledge o f appropriate ways to 
engage clients and were on average confident in their ability to work with this client 
group. They also displayed adaptive attitudes towards their clients. This data provides 
encouraging information that this group o f staff were already demonstrating knowledge 
o f effective ways to work with this often difficult to reach chent group. Although 
improvements in scores in these areas were not significant they still reflected an overall 
increase.
The small sample size severely limits the generahsabhity o f the findings, which reflect the 
experiences o f one group o f staff. The results obtained may have been different for 
another group o f nursing staff, which would constimte an alternative group dynamic and
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learning experience. However, despite the limited power o f the statistical test used 
during the analysis, a significant difference between total pre and post teaching scores 
was detected. This means that confidence can be placed in concluding that an 
improvement had occurred in the sample’s knowledge and attitudes, in line with the 
course objectives. Feedback from the course group also indicates that the teaching met 
the needs o f these staff, even though they would have valued more time dedicated to this 
type o f teaching. Interestingly, a total o f 10 places were available on the course, with 
only six staff signing up to attend. This may reflect a lack o f interest in training amongst 
certain staff or the presence o f barriers to attending training courses, such as inability to 
take time off from the ward environment due to staff shortages.
The other main limitation o f this evaluation was the inability to use standardised 
questionnaires to assess the outcomes o f the course. The current evaluation did not 
allow for an analysis o f the reliability and validity o f the questionnaires designed, 
although efforts were made to ensure that the content vahdity o f the knowledge and 
attitudes measure was maximised. In addition, Parahoo (1991) argues that questionnaires 
with pre-defined responses give too much control to the evaluator, however they are 
quick and easy to administer, which was advantageous in the case o f this brief evaluation. 
Questionnaires also limit the quantity and quality of the information collected, however 
it may have been difficult to collect reliable feedback fiom the course using an interview 
due to the effects o f social desirability and issues o f consent.
Despite the limitations o f the evaluation, it offers useful information for the course 
facilitators and provides evidence to suggest that the training was a valuable use o f both 
their time and that o f the staff who attended. The results support the objectives for 
running the course and indicate that the outcomes o f the course were malting 
improvements in line with the Trust’s aim to make inpatient wards more therapeutic. 
The results will be fed back to the course facilitators in the form o f a brief report to 
ensure that the information collected is used in the development o f future training 
programmes.
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The findings o f the present evaluation also have wider implications, in that they provide 
evidence to support the benefits o f offering psychosocial training to inpatient ward staff 
in general. This is further supported by the literature which states that training o f this 
kind can lead to improved care planning, better agreement between staff and clients and 
more efficient use o f services.
If  further evaluation o f the teaching was to be undertaken it would be useful to examine 
whether the changes observed were maintained over time, say after 6 months. It would 
also be interestiug to enquire about the barriers that may exist for nursing staff in 
implementing the knowledge and skills they gained on the course. This would provide 
important information for ward managers on how to maximise the effects o f the 
training.
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Appendix 2: Information Sheet & Consent Form
Information Sheet
Evaluation of the impact of a short teaching programme that aims to inform inpatient 
nursing staff about psychological approaches to working with clients experiencing
psychosis
Dear Colleague
As a participant in this teaching programme about working with clients experiencing psychosis, you 
are being asked to contribute to a small project aimed at evaluating the usefulness of the teaching and 
the impact it has on your clinical practice.
The teaching programme will take the form of three half-day sessions, and a half-day follow-up 
session. As part of the evaluation of the programme you will be asked to complete a questionnaire on 
three separate occasions; before the first session, at the follow-up session, and again approximately one 
month after the course has finished.
The questionnaires will ask you about your knowledge of psychological approaches to working with 
people with psychosis, your attitudes towards this client group, and the usefulness of the information 
and techniques covered in the teaching programme. By asking you to complete the questionnaires 
before during and after the programme we will be able to evaluate the impact of the teaching.
The questionnaires are not designed to be a test and all information you provide will be kept strictly 
confidential and will not be shared with the psychologists running the course. You will be asked to 
provide your initials and date of birth on each of the questionnaires for purposes of matching the 
questionnaires across the three time periods. In addition the group will be asked to take part in an 
informal discussion at the end of the course to talk about what you found useful, and what 
improvements could be made to the course. General comments from the group will be noted down, but 
individual feedback will remain anonymous to protect confidentiality.
Your participation in this evaluation would be greatly appreciated and will enable us to ensure that the 
teaching meets the needs of nurses working on inpatient wards. If you agree to take part you are free 
to withdraw from the evaluation at any time, without giving reason. If you have any questions please 
do not hesitate to contact me on 020 83908161.
Many thanks for your help.
Charlotte Ely
Trainee Clinical Psychologist 
Chessington/Surbiton CMHT
Consent
I have read and understood the information sheet and agree to take part in the evaluation 
project. I am aware that I will be required to complete a questionnaire on three separate 
occasions, but that the information I provide will be kept strictly confidential. I am also aware 
that I am free to withdraw from the evaluation at any time.
Signature: Date:
Initials:
DoB:
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Appendix 3: Knowledge & Attitudes Questionnaire
Questionnaire 
Number 1
(Pre-Teaching)
Evaluation of the impact of a short teaching programme that aims to 
inform inpatient nursing staff about psychological approaches to 
working with patients experiencing psychosis
Please complete the following information for purposes of matching your 
questionnaires over the three time periods. The information you provide 
will remain strictly confidential
Initials:
Date of Birth:
Male / Female Please circle
Thank-you very much for taking the time to complete this questionnaire -  it is
greatly appreciated.
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Section 1: Professional Details
Job Title:
Qualifications:
Number of Years Working in Psychiatric Inpatient Services:
Have you attended any previous training on psychological approaches to working with people with 
psychosis? Please give details
Section 2: Models of Understanding Psychosis
a. Please state how familiar you feel you are with the following models used to understand
the onset and development of psychosis. Please tick the relevant box
Not familiar at Limited Some Very
all familiarity familiarity familiar
Medical Model □ □ □ □
Neuropsychological Model □ □ □ □
Vulnerability-Stress Model □ □ □ □Cognitive Model □ □ □ □
b. Please rate how much you agree with the following statements. Please tick the relevant box
Strongly Disagree Not sure Agree Strongly 
disagree Agree
Delusions and hallucinations are the .------ .   .------------- ------- - ------  ------
result of errors in the client’s |____ | |____|_________|____| | | | |
reasoning and judgement
A client’s beliefs about themselves, ____  ____
the world and other people are not | | | | | | | | | [
important in explaining the
development of psychosis
Development of psychosis can be 
explained purely by an abnormality 
in the brain
□ □ □ □ □
In people who are vulnerable to 
psychosis, stressful life events will I I I I I I I I I I
influence whether they experience *----- *------------ '----- ' '------' *----- *
delusions and hallucinations
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c. What do the letters A, B and C mean in the ABC model? 
Please state i f  you do not know
Section 3: Engaging with the Client
A client on your ward is very distressed because he believes that the secret service is 
conspiring to arrest him and that they have placed hidden cameras all around his 
room.
You have been asked to talk with the client in an effort to calm him down.
Please indicate whether you would include the following in your discussion with the 
client by circling either ‘yes ' ‘no ' or ‘maybe'
i  Listen to the client with empathy Yes No Maybe
Collude/agree with their belief Yes No Maybe
Tell the client they are experiencing symptoms because they are ill Yes No Maybe
Talk openly to the client about their experience in order to 
understand it Yes No Maybe
Explain to the client that what they are reporting is a delusional 
belief Yes No Maybe
Talk about the client’s feelings and emotions related to their 
experience Yes No Maybe
Reassure the client by telling them that their experiences are 
exaggerations of a normal experience Yes No Maybe
Challenge the belief immediately Yes No Maybe
Distract the client Yes No Maybe
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Recognise the distressing nature of the client’s experience Yes No Maybe
Try to understand why the client has developed this belief Yes No Maybe
Help the client to find an alternative explanation for their belief Yes No Maybe
Explore the client’s attitude towards their diagnosis Yes No Maybe
Section 4: Your views about Psychosis
a. Please rate how much you agree with the following statements. Please tick the relevant box
Our own personal beliefs influence 
whether we think delusions and 
hallucinations are plausible
There is a lot of stigma attached to 
being diagnosed with 
schizophrenia
Confronting a client about their 
psychotic experiences can make 
the client stick to their beliefs more
The only way to effectively 
manage clients with psychosis is to 
use medication
Delusions and hallucinations can 
be explained as extreme forms of 
‘normal’ experience
Hallucinations and delusions are 
meaningless and not 
understandable
If you talk to a client about their 
delusional beliefs it will make 
them worse
Strongly Disagree 
disagree
□
□
□
□
□
□
□
□
□
□
□
□
Not sure Agree Strongly
Agree
□
□
□
□
□
□
□
□
□
□
□
□
□
□
□
□
□
□
□ □ □ □  □
Service Related Research Project 113
b. On a scale of 1 to 5 please rate how confident you feel about working in one to one 
sessions with clients experiencing psychosis, with 1 being not at all confident and 5 being 
very confident.
Please circle the appropriate answer
Not at all Very Confident
confident 2 3 4 $
1
c. What do you use one to one sessions for when working with clients experiencing 
psychosis?
d. How useful do you think the one to one sessions are with clients experiencing psychosis?
Please tick the appropriate box
Not at all useful Slightly useful Fairly useful Veiy Useful□ □ □ □
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Appendix 4: Course Evaluation Questionnaire
Course Evaluation Questionnaire
Please complete the following questions by ticking the box that best describes 
your feelings about the course.
1. How usefiil did you find the course?
Not at all useful Slightly useful Fairly useful
□ □ □
2. Please state the most useful thing that you leamt during the course.
Very useful 
□
3. How well do you feel you understood the information covered by the course?
Not at all well 
□
Not very well 
□ Fairly well □ Very well □
4. How relevant was the content of the course to your every day clinical practice?
Not at all relevant
□
Not very relevant 
□ Relevant□ Very relevant □
5. How much did you enjoy participating in the course?
Not at all A little bit
□ □
What did you enjoy most about the course?
Quite a bit 
□
A lot
□
6. What do you think about the level of detail included in the course?
Too much detail Just the right amount of
detail□ □
Not enough detail 
□
7. Do you feel that the course taught you new practical skills that you could use in your everyday work?
No, not any skills□ Yes, some skills□ Yes, lots of skills□
I f  no, please state which practical skills you would have liked to learn about?
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8. Please rate how useful you found the teaching methods used during the course by ticking the appropriate
Not at all useful Slightly useful Fairly useful Very useful
Lectirre with overheads
Group discussion with 
course teachers
Listening to the tape
Small group exercises
9. Please list up to three things not included in the course that you would have liked to learn about?
a.
b.
c.
10. If you could change three things about the structure and delivery of the course what would they be? 
e.g. the length o f the sessions, the teaching methods used, the venue for the course etc
a.
b.
c.
11. What, if anything, would you change about the course that would have improved your level of 
understanding of the topics covered?
12. Please list anything that you would change about the course that would have made it more 
enjoyable?
Thank-you very much for completing this questionnaire. Your answers will remain 
anonymous and we will use your feedback to inform the way we run the course in the 
future.
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Appendix 5: Evidence of Feedback of Project Results to Service
South West London and St.George's
— g g  Mental  Health NHS Trust
^  Chessington Community Mental Health Team
Tolworth Hospital, Red Lion Road, Tolworth, KT6 7QU 
Tel: 020 8296 1361 
Fax; 020 8296 1352 
e-mall :ccmht@rbk.kingston.gov.uk
Psych D
University of Surrey 
Guildford
9/9/04
To whom it concerns;
This is to confirm that Charlotte Ely has fed back the results of her SSRP to the Psychology Dept 
who were involved with the research. The research has been extremely useful.
Yours sincerely,
^ ------ )C ' <-L trf
Siobhan Woollett 
Chartered Clinical Psychologist
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A b s t r a c t
Objectives: To build on preliminary research evidence that suggests Leventhal’s Self Regulation 
Model (SRM) of illness behaviour can be used to understand how people make sense o f depression. 
In particular the study aims were to explore whether the SRM can be used to understand the coping 
behaviour o f people with depression and to assess whether beliefs about depression are related to 
self-reported adherence to anti-depressant medication and change in severity o f depression following 
a group psychological therapy intervention.
Design: The study utilised a cross-sectional survey design, with a longitudinal follow-up of a subset 
of the sample attending a group based therapy to explore whether beliefs about depression are related 
to change in severity o f depression over the course o f the intervention.
Participants: Adults aged 18 to 65 years referred to two primary care psychology and counselling 
services for help with depression, including depression co-occurring with anxiety. Clients with 
depression co-occurring with more complex mental health problems such as substance misuse and 
personality disorder were excluded. The final sample consisted o f 8 client’s attending individual 
therapy sessions and 60 clients attending a 7-week cognitive behavioural group therapy intervention.
Outcome Measures: A Personal Models o f Depression Questionnaire (PMDQ), based on a 
modified version of the Illness Perception Questionnaire-Revised, was developed to assess 
participant’s beliefs about depression. Outcome measures included the Short-Form COPE, the 
Medication Adherence Scale (MARS) and the Beck Depression Inventory-Version II (BDI-II).
Results: The PMDQ showed good levels of internal consistency. Analysis o f correlations between 
variables showed that, consistent with the theoretical tenets o f the SRM, there were logical 
relationships and inter-relationships between the dimensions o f the personal models o f depression, 
even when controlling for severity of depression. Beliefs were also associated with both adaptive and 
maladaptive coping behaviours and with self-reported adherence to antidepressants. However, 
personal models were not related to change in BDI-II scores following a group therapy intervention.
Conclusions: The results o f the study build on preliminary research evidence that suggests the SRM 
provides a useful theoretical model in which to understand how people make sense o f and cope with 
depression. Future research should utilise longitudinal designs to test the predictive value o f the 
model in more detail. The clinical utility o f assessing personal models of depression is discussed.
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In t r o d u c t i o n
It is estimated that at any point in time in the United Kingdom twenty-one out o f every 
one thousand people aged 16 to 65 years are known to be experiencing major 
depression, with point prevalence rates increasing to ninety-eight in every one thousand 
for the category ‘mixed depression and anxiety’ (Meltzer et al, 1995a). Thomas & Morris 
(2003) calculated that every year in England some 100 million working days are lost due 
to depression and more than 2500 deaths occur as a result o f this mental health problem. 
To demonstrate the worldwide prevalence o f this problem. The World Health 
Organisation predicts that depression will come only second to coronary heart disease as 
the biggest global burden by the year 2020 (WHO, 1999). The high social and personal 
costs associated with depression have driven forward the search for effective ways to 
manage this mental health problem.
In 2004 the National Institute for Clinical Excellence (NICE) published guidelines for 
the treatment o f depression in the NHS. Based on a large body o f empirical evidence 
these guidelines recommend that a combination o f pharmacological and psychological 
therapy be offered to people presenting with symptoms o f depression, with treatments 
o f choice being SSRI antidepressants and cognitive-behaviour therapy. Inherent in the 
treatment offered to depressed people is the need for them to engage in a series o f self- 
care activities, including taking their prescribed antidepressant as advised, attending 
regular psychology sessions, and engaging in therapeutic and psycho-educational 
activities outside therapy sessions. However, research and clinical evidence shows that 
adherence to such activities is less than ideal. It is estimated that anywhere between 10 
and 60% o f people fail to take their medication as prescribed (Lingham & Scott, 2002) 
and that between 30 and 50% of people scheduled to attend outpatient appointments 
either fail to commence or drop out before completion (Wierzbicki & Pekarik, 1993; 
Berghofer et al, 2002). This can contribute to many people experiencing recurrent or 
chronic episodes o f depression. It would seem, therefore, that mental healthcare 
providers could benefit from understanding why individuals vary in the way they choose 
to manage and cope with their depression.
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Given the potential implications o f this issue for both personal and public mental health, 
it is surprising that few studies have looked at the active role o f the individual in 
managing their depression, even when such large resources have been invested in finding 
empirical validation for treatments. In contrast, a large number o f researchers in the 
domain o f health psychology have recognised the value in understanding variations in 
the way people cope with physical health problems. In particular this work has focused 
on understanding how people’s beliefs about, and perceptions o f their illness and its 
treatment influence the way they cope with their condition, including whether they 
choose to seek medical treatment and the extent to which they adhere to professional 
advice. Given that people experiencing depression are encouraged by professionals to 
engage in a similarly burdensome routine o f self-care activities as someone with a 
chronic physical health problem, research conducted in this area o f psychology could 
provide an extremely useful paradigm in which to understand the behaviour o f people 
who are managing depression on a day-to-day basis.
The aim o f the present smdy is to explore how people conceptualise and cope with a 
mental health problem such as depression using a health psychology model, in particular 
The Self-Regulation Model (SRM) by Leventhal et al (1980). The theoretical basis o f the 
SRM and its application to explaining physical health behaviour wdl be reviewed before 
turning to consider what research has been conducted in relation to understanding how 
people with mental health problems concepmalise their experiences. Finally the more 
recent body o f research looking at the applicability of the SRM to understanding people's 
models o f mental health problems will be reviewed, with particular focus on how this 
work can be used to help understand the behaviour o f people experiencing depression.
The Study of Health & Illness Behaviour in Health Psychology
Researchers and clinicians working in the domain o f health psychology apply 
psychological theory to promoting health and preventing or managing illness. One 
aspect o f this research is concerned with identifying and understanding which 
psychological factors are important in the management o f chronic illness and how 
information from such research can be used to prevent ill health and improve adherence 
to treatment. This way o f conceptualising health behaviour has grown in response to 
increasing dissatisfaction with the dominance o f the medical model within Western
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culture (Engel, 1977). Based on a mechanistic view o f the human body, coupled with 
technological advances in the treatment o f illness, the medical model views the ‘patient’ 
as a passive recipient of treatment, rather than considering the role o f environmental 
factors and individual beliefs in the way people manage their health.
The study o f how people behave in response to issues surrounding their physical health 
has predominantly been influenced by social cognition theory, which assumes that 
human behaviour is guided by how an individual makes sense o f their social 
environment. In this way behaviour is not seen as a direct response to objective reality, 
but the product o f a series o f thought processes, or individual cognitions, which 
intervene between observable stimuli and behavioural responses (Fiske & Taylor, 1991). 
These ‘cognitive’ factors, which include beliefs, attitudes and knowledge, are thought to 
be important in understanding how people respond to health problems as they can 
mediate the effects o f other determinants o f behaviour, such as socio-economic status. 
Cognitive factors are also more amenable to change than characteristics such as 
personality, making them useful targets for interventions (Connor & Norman, 1995).
Examples o f models that have attempted to explain how social cognition factors 
influence health and illness behaviour include the Health Belief Model (Rosenstock, 
1974), The Theory o f Planned Behaviour (Ajzen, 1991), Locus of Control (Levenson, 
1973) and Self Efficacy Theory (Bandura, 1977). These models vary in terms o f which 
social cognition variables are believed to be most important in predicting behaviour, and 
how these variables combine in their effects. In spite of considerable research being 
undertaken, these models in isolation have not been successful in accurately predicting 
health and illness behaviours. Marteau (1993) argues that this may be due to inherent 
difficulties in the research designs employed in studies, or that these theories do not 
integrate the correct social cognition factors in their predictive models.
Over the past twenty years a particular social cognition model o f health and illness 
behaviour has been the subject o f a large body o f research. Leventhal’s Self Regulation 
Model (Leventhal et al, 1980) has been used to understand the behaviour o f  people 
experiencing a variety o f physical health problems and there is a considerable amount o f 
evidence supporting the utility of the model in predicting a range o f coping behaviours
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and health outcomes, in particular adherence to treatment (Home & Weinman, 2002; 
Llewellyn et al, 2003), performance o f self-management behaviours (Glasgow et al,
1997), health status (Lange & Piette, 2006) and quality o f life (Covic et al, 2004). Like 
other social cognition models the SRM seeks to explain the cognitive antecedents of 
health behaviour, however, it brings together several variables in the prediction of 
behaviour, including cognitive, social, emotional and environmental factors, which 
Leventhal and colleagues argue to be the reason for its ability to explain more variations 
in health outcomes than other social cognition models in health psychology.
The Self Regulation Model
Leventhal’s model is based on a theory o f self regulation, which originates from the field 
o f social and personality psychology. Self regulation theory argues that in everyday life 
human behaviour is directed towards the attainment o f identified goals, and that these 
goals are linked to behavioural action by acting as desired targets against which the 
person’s current state is compared. The discrepancy between actual and desired states 
motivates the selection and implementation o f strategies to move closer towards the 
desired goal, which is then followed by an evaluation o f whether the chosen strategies 
were effective in achieving this. The outcome o f this evaluation is then fed back into the 
person’s perception of their current state and guides the selection and implementation of 
further strategies, such that a feedback loop is established. In this way this dynamic 
process around achievement o f desired goals can be likened to a problem-solving 
process focused around the regulation o f the ‘self.
The SRM provides a framework for understanding how processes o f self-regulation can 
be used to understand people's behaviour around protecting their health and avoiding 
and controlling illness, and assumes that illness represents a challenge to the integrity of 
the ‘self. Actual or potential illness is viewed as a ‘problem’ that needs to be solved in 
order to re-establish well-being and reach the desired ‘goal’ o f health. The process 
begins with the individual attempting to interpret the presenting ‘problem’. The process 
o f interpretation occurs at two levels; a cognitive level and an emotional level, which 
occur in parallel to one another. The cognitive interpretation is based upon personal, 
common-sense beliefs about illness which the individual draws upon to try and make 
sense o f the real threat posed to their health. Leventhal refers to these beliefs as illness
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representations, however, they have also been described as illness cognitions (Orbell et 
al, 1998), illness perceptions (Aalto et al, 2005) and personal models (Hampson et al, 
1995) in the research literature. A t the same time the individual develops an emotional 
response to the threat, such as fear or anxiety. These cognitive representations and 
emotional responses influence the selection, implementation and appraisal o f coping 
strategies aimed at managing the threat.
The model was developed from Leventhal and colleague’s work on the role o f fear 
communications in health behaviour in the late 1960s. These studies found that 
participants only took action to stop smoking or get a tetanus vaccination when they 
received a fear message combined with a second message that facilitated the 
development o f an action plan to carry out the target behaviour (Leventhal, 1970). The 
effect was the same whether the participant was given a high or low fear message, 
suggesting the action was not related to the fear. These researchers theorised that action 
was related to a change in the way participants thought about the health threat. From 
these findings it was evident that two relatively independent processes o f an emotional 
reaction to the threat and a cognitive representation o f the threat were operating 
simultaneously to drive forward action, and that this action was separate from the 
representation o f the threat. This led to the proposal o f a Parallel Processing Model, 
which introduced the idea o f a self-regulation process to explain responses to health 
threats (See Vigure 1).
Figure 1; Parallel Processing of Health Threats
Reproduced from Leventhal et al (1997)
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The researchers went on to develop the model further by theorising about the content of 
the cognitive representations and the processes involved in constructing and updating 
these representations as illness episodes evolve over time. From this the SRM was bom.
The Content & Organisation o f Illness Representations
Cognitive Representations
Using studies o f patients undergoing noxious medical procedures (Leventhal et al, 1984) 
and interviews with people experiencing hypertension (Meyer et al, 1985) it was 
concluded that cognitive and emotional representations o f health threats were formed at 
both a concrete, perceptual level and a more abstract, conceptual level. For example, the 
experience o f physical symptoms triggers the formation of an illness representation via 
the integration o f this concrete, somatic information with more abstract schematic 
structures in memory of prior illness experiences or information about illness derived 
from the social world. This demonstrates that illness representations are derived from a 
range o f sources including current somatic experiences, information assimilated in 
memory from previous social and cultural communications, and information provided 
from social others such as relatives and professionals. However, research has found that 
this process o f matching concrete and abstract information tends to follow a trend, with 
cognitive representations occurring around five distinct dimensions (Leventhal et al, 
1984; Lau & Hartman, 1983). These include:
Identity-. Beliefs formed at the concrete/perceptual level about the somatic representations 
o f the illness, such as the location, extent and feel o f the symptoms. Identity also 
includes an illness label, which is constructed at the more abstract/conceptual level.
Timeline-. Beliefs about the expected timeframe o f the illness, such as acute, chronic or 
cyclical.
Cause-. Beliefs about the factors that are likely to have contributed to the onset o f the 
illness.
Control!Cure-. Beliefs about the responsiveness o f the illness to self and /o r professional 
intervention. This incorporates beliefs about personal control/self-efficacy and beliefs in 
the effectiveness o f treatment in controlling the condition.
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Consequences'. Beliefs about the likely repercussions o f the illness, in terms o f personal 
experiences, emotional impact and economic hardship.
Despite general acceptance o f a five-factor structure to illness representations there is 
some debate in the literature as to whether it is stable across disease groups and if 
researchers should use factor-analyticaUy derived dimensions, as opposed to theoretically 
derived ones. Heijmans & de Bidder (1998) argue that the factors that make up illness 
representations are disease specific. They found, using factor analysis that the five 
dimensions merged together such that there was a four-factor solution for Chronic 
Fatigue patients and a different four-factor solution for patients with Addision’s disease. 
However, proponents o f the model have always argued that the underlying structure of 
illness representations may not be complete or consistent across individuals and that 
research into testing the relevance o f these dimensions across disease groups should be 
encouraged (Nerenz & Leventhal, 1983).
Hagger & Orbell (2003) conducted a meta-analysis of aU empirical studies using the SRM 
conducted between 1980 and 2002, which included a total o f 45 papers assessing the 
illness representations o f people with 23 physical health problems. One aim o f the study 
was to examine the construct and discriminant validity o f the illness representations as 
defined by the SRM. The results showed that the correlations between the dimensions 
reflected logical relationships, which supported their hypothesis that the proposed 
structure o f illness representations has good construct validity. Overall there were 
statistically significant negative corrected average correlation co-efficients between the 
cure/control dimension and the consequences (r=-0.18, p<0.05), identity (r=-0.11, 
p<0.05) and timeline (r=-0.34, p<0.05) dimensions, and positive correlations between 
the identity and consequences (r=0.37, p<0.05), identity and timeline (r=0.16, p,0.05) 
and timeline and consequences (r=0.43, p<0.05) dimensions. All corrected correlations 
were significantly different from zero using Fisher’s z-test.
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Using a semi-partial correlation analysis it was found that there were unique relationships 
between dimensions and that, on the whole, these relationships were not confounded by 
other illness representations, supporting the discriminant validity o f the constructs. The 
exception was the dependence o f the control/cure-consequences relationship on the 
timeline dimension, and the dependence o f the identity-timeline relationship on the 
consequences dimension. This means that a belief that one’s illness is uncontrollable and 
has serious consequences is related to the belief that it has a chronic timeline. In 
addition, the relationship between a chronic timehne and strong identity is explained by a 
belief in serious consequences. These findings highlight the fact that there are both 
orthogonal and interdependent relationships between the five dimensions, but that these 
follow logical patterns.
Overall, Hagger & Orbell (2003) conclude that the use o f theoretically derived 
dimensions o f illness representations is a productive endeavour and that the original five- 
factor model can be taken as the starting point for measuring illness representations. 
There is a potential bias in the samples used across the studies included in the meta­
analysis due to the lack o f inclusion o f unpublished studies, which can inflate the effect 
sizes reported in meta-analytic analysis. However, the authors calculated that they would 
have to find double the number of studies reporting non-significant results to discredit 
their findings. They also recognise that inherent biases in the measures used to assess 
illness representations may contribute to the correlations found, particularly that 
observed between the identity dimension and other representations. The identity 
questions assess number o f symptoms experienced, not beliefs about symptoms, which 
may be affected by conditions that are asymptomatic or by the person’s current 
experience o f the illness, as symptoms can change over time.
Emotional Representations
Research using the SRM has predominantly focused on exploring the cognitive 
components o f the model, with less exploration of how the emotional representations 
impact on the process o f self-regulation. Leventhal et al (1992) describe the theoretical 
basis for including an emotional component in the model. They note that there can be 
numerous ways in which emotions interact with cognitive representations, including the 
impact they can have on the onset and progress o f illness, the role o f emotional 
symptoms in complicating the process o f self-diagnosis and the impact o f emotion on
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altering which symptoms are attended to and interpreted as threatening. They also 
highlight the role emotions can have in determining behavioural decisions. They use the 
example o f hypochondria, which like panic disorders, involves the catastrophic 
misinterpretation o f somatic sensations that are triggered by emotional reactions. In this 
way the emotional and cognitive representations can be mutually interfering or 
facilitating.
Paschalides et al (2004) found support for the interrelationships between cognitive and 
emotional factors in outcome with people experiencing Type 2 diabetes. They found 
that higher anxiety and depression scores were associated with more reports of 
symptoms (higher identity score), more belief in serious consequences and less ability to 
control the condition. Higher levels o f anxiety were also related to the belief that 
diabetes had a chronic timeline. Anxiety and depression showed univariate relationships 
with a measure o f physical functioning, but did not add significantly to a regression 
model once the control and consequences illness representations were added. This 
suggests that illness representations may mediate the relationship between 
depression/anxiety and physical functioning. Due to the cross-sectional design o f the 
study this is posed as a hypothesis for future research.
Processes Involved in Self Regulation
The SRM proposes that in the face o f illness both the cognitive and emotional 
representations o f the health threat are used to guide the planning and selection o f self­
regulation procedures that the individual will use to manage the threat. These 
representations also play an important role in the appraisal o f the effectiveness o f the 
procedures chosen. As an illness episode evolves over time information from the 
individual’s internal and external world is used to constantly update illness 
representations, coping procedures and appraisal processes. This process continues until 
the person achieves coherence in their self-regulation system. Pigure 2 provides a 
diagrammatic summary of the dynamic nature o f the SRM and the structure o f the 
relationships proposed by the model.
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Figure 2: Self Regulation Model
Leventhal et al (1984)
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Cameron & Leventhal (2003) argue that the dynamic nature o f the SRM differentiates 
this model from others that propose to explain health and illness behaviour. For 
example, subjective utility models such as the Health BeUef Model (Becker, 1974) do 
outline the initial phase o f self-regulation, setting behavioural goals, but they fail to 
represent behavioural decisions as dynamic and constantly changing over time. They 
also fail to include feedback processes. However, the major limitation o f the SRM is that 
it is difficult to test the dynamic nature of the model empirically. In addition, the model 
theorises that multiple factors impact on each aspect of the model and that all factors are 
interrelated. It would be a challenge to measure and control for all these variables in 
naturalistic research studies.
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Relationship between Illness Representations, Coping & Health Outcomes
The relationship between illness representations and health related coping behaviours 
has been estabhshed in a number o f studies, however, researchers have utilised a range o f 
measures to assess coping. In addition, researchers have looked at the association 
between illness representations and a variety o f outcomes, such as disease status 
(Hampson et al, 1990), physical functioning (Scharloo et al, 1998), psychological distress 
(Moss-Morris et al, 2002) and role functioning (Hampson et al, 2000). In their meta­
analysis Hagger & Orbell (2003) classified coping behaviours and health outcomes 
examined across all the studies included in their analysis into common categories. They 
found some support for the relationships between representations and coping found in 
previous studies.
Behefs in serious consequences were positively associated with expressing emotions 
(r=0.21, p<0.05) and avoidance/denial (r=0.23, p<0.05), timeline was modestly related 
to cognitive reappraisal (r=0.14, p<0.05) and avoidance/denial (r=0.12, p<0.05) and the 
identity dimension was moderately related to avoidance/ denial (r=0.23, p<0.05) and 
expressing emotions (r=0.23, p<0.05). The control/cure dimension was positively 
correlated with cognitive reappraisal (r=0.20, p<0.05), problem-focused coping (r=0.27, 
p<0.05) and seeking social support (r=0.08, p<0.05). However, beliefs about 
control/cure were not associated with avoidance/denial and expressing emotion as 
hypothesised. This suggests that when people feel they have control over their illness 
this is associated with more adaptive outcomes and when they associate more symptoms 
with their condition (stronger identity) this tends to be associated with what could be 
considered more maladaptive coping strategies, for example denial could prevent a 
person seeking medical help even though it may assist the tolerability o f the condition.
In terms o f associations with outcomes, they found that beliefs in serious consequences, 
strong illness identity and chronic timeline were related to poorer psychological well­
being and social and role functioning (range r=-0.67 to -0.11, p<0.05) and greater 
psychological distress (range r=0.20 to 0.50, p<0.05). This supported previous findings 
that high scores on the consequences, identity and timeline dimensions are associated 
with more maladaptive outcomes. Finally, greater perceived control was associated with 
psychological well-being (r=0.21, p<0.05) and greater vitality (r=0.24, p<0.05).
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C ontrol/cure was not, however, positively related to all adaptive outcomes as was 
hypothesised. However, it should be noted that the relationships found could be 
dependent on how the outcomes were operationahsed and measured. The studies 
included also mainly sampled people with chronic conditions, and there were 
proportionately more studies looking at illness representations in diabetes, which raises 
the question o f the generahsabihty o f the overall findings.
A major tenant o f the SRM is that the relationship between dlness representations and 
coping is causal and that coping procedures mediate the relationship between illness 
representations and outcome. The majority o f studies examining this relationship have 
been cross-sectional and based on analyses using correlations, from which it is not 
possible to establish the direction o f causality. However, the mediating relationship of 
representations-coping-outcome is debated by some researchers. Moss-Morris et al 
(1996), in a study o f people experiencing chronic fatigue syndrome, found that illness 
representations were more predictive of levels o f distress and disability than coping 
styles, suggesting that there is a direct relationship between dlness representations and 
outcomes such as mood and adjustment that are not mediated by coping strategies. Also 
Carlisle et al (2005) found that coping only partially mediated the relationship between 
the illness representation dimension o f identity and disability and psychiatric morbidity in 
women with rheumatoid arthritis, and did not mediate the relationship between any 
other dimension and outcome.
Hagger & Orbell (2003) suggest future research should examine in more detad the 
relationship between representations, coping and outcome. The SRM proposes that 
appraisals o f coping efforts are fed back into and modify dlness representations in a 
dynamic fashion over time. Hagger & Orbed (2003) suggest that this process may 
interfere with the relationship between representations, coping and outcome, such that 
strong correlations between representations and outcome could reflect the relationship 
between outcome and representations. With cross-sectional designs it is not possible to 
establish the direction o f this relationship.
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Assessing Illness Representations
A variety o f measures have been used to assess illness representations and include 
generic measures that have been standardised across different illness groups and more 
illness-specific measures, such as the Personal Models o f Diabetes Interview (PMDI; 
Hampson et al, 1990). Overall, these measures assess the five dimensions o f illness 
representations as outlined in the SRM. The most widely used measure appears to be the 
Illness Perceptions Questionnaire (IPQ), a quantitative measure which was developed by 
Weinman et al (1996) and later revised (IPQ-R) by Moss-Morris et al (2002). This was 
developed to reduce the time and expense involved in collecting data about peoples’ 
experience from qualitative interviews, which was the predominant method o f 
assessment when the SRM was first developed.
The IPQ  was theoretically derived from the SRM and consisted o f five scales that 
assessed the five dimensions o f illness representations as outlined by Leventhal et al 
(1984). Over time it has been adapted for use with a range of patient groups and has 
been successful in predicting outcomes such as coping, functional adaptation and 
adherence to medical advice/treatment. Due to some problems with the internal 
consistency o f the cure/control and timeline scales, and based on feedback from 
researchers using the measure, the IPQ was revised. The control/cure scale was divided 
into two components; personal control/self efficacy beliefs and treatment control 
beliefs, and the number of items in the timeline scale was increased, including items that 
assess cyclical timeline beliefs, which were not included in the original measure. Two 
new scales were introduced, including an ‘illness coherence’ scale, which is a meta- 
cognitive scale assessing whether a person’s illness representations provide them with a 
coherent understanding o f their condition. Most importandy a scale assessing emotional 
representations was added, which ensured that the questionnaire was assessing both the 
cognitive and emotional components o f the modelé
Moss-Morris et al (2002) used principal components analysis to verify the factorial 
structure o f the questionnaire in a sample o f 711 patients representing 8 different illness 
groups. Their analysis provided evidence o f good mtemal reliability o f each scale and 3- 
week and 6-month test-retest reliability. The measure also demonstrated discriminant
’ Please refer to appendix 1 for an example of the IPQ-R
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validity and there was a theoretically predictable pattern o f inter-relationships between 
the scales, consistent with previous research. To ensure the new ‘emotional 
representations’ scale was not merely a proxy indicator o f current mood state, 
correlations o f items in this scale with standard measures o f positive and negative affect 
showed that they did not overlap. The evidence therefore strongly suggests that the 
IPQ-R provides a reliable and valid method o f assessing illness representations.
Models of Mental Health Problems
Unlike research in the physical health domain, relatively few studies have been aimed at 
developing a theory to understand how people with a mental health problem make sense 
o f their experiences, and how this may impact on their behaviour. Research has mainly 
looked at exploring 'lay' models o f mental health problems (e.g. Pill et al, 2001) or has 
focused on understanding how an individual’s beliefs about their internal and external 
experiences contribute to the onset and development o f then mental health problem. 
For example, the cognitive theory o f depression developed by Beck (1987) theorises that 
behaviours and feehngs associated with depression are in part caused and maintained by 
negatively biased beliefs about the meaning and controllability o f stressful events. This 
model o f understanding a mental health problem in terms o f dysfunctional 
interpretations o f life events is not the same as understanding how people evaluate their 
own lived experience o f having a mental health problem. Lobban et al (2003) reviewed 
studies that have attempted to explore the link between personal beliefs about mental 
health problems and emotional or behavioural outcomes and wrote a discussion paper 
on this issue. No one theoretical model has guided this research.
The review by Lobban et al (2003) reveals that a number o f studies have examined the 
role o f perceptions of identity, cause, consequences and both personal and treatment 
control in predicting outcomes such as coping, adherence to medication and 
psychological distress, however, the studies reviewed are limited to assessing the beliefs 
o f people with a diagnosis o f schizophrenia. For example, a belief that psychosis is 
caused by factors internal to the self has been associated with depressed mood, 
perceptions o f negative social consequences o f symptoms has been associated with 
coping style and medication adherence, greater belief in ability to exert personal control 
over symptoms has been found to predict more adaptive coping strategies and lower
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levels o f psychological distress and finally perceived benefits o f medication has been 
shown to be a significant predictor o f adherence. The authors were unable to find any 
studies that have looked explicitiy at beliefs about timeline or perceptions o f coherence.
M odels o f  Depression
Lobban et al’s (2003) review provides evidence to suggest that there is an association 
between personal beliefs about psychosis and different outcomes. In terms of 
understanding how people with depression make sense of their experiences, and how 
this may relate to outcomes such as coping and adherence to treatment, it was necessary 
to conduct a wider review o f the research literature. Qualitative studies, conducted 
mainly by sociological researchers, show that as people tell stories and create narratives 
o f their experiences living with depression they draw on some o f the components of 
Leventhal et al’s five dimensions o f illness representations. Studies have mainly focused 
on developing an understanding o f people’s causal beliefs about depression and the 
consequences associated with this mental health problem.
Vellenga & Christenson (1994) conducted a qualitative exploratory study o f N orth 
American outpatients’ perceptions o f their serious mental health problem and the impact 
it had on their lives. Analysis o f the interview data with fifteen participants produced 
four major themes that provided a meaningful way to summarise aU the data collected. 
These themes were stigmatisation and resulting alienation, loss (of vocation and 
relationships), a pervasive feeling o f distress and acceptance on two levels (personal 
acceptance o f problem and need for acceptance by others). These f in d in g s  provide a 
powerful illustration o f how people with severe and chronic depression build their 
narratives around their beliefs about the consequences of their mental health problem.
Karasz et al (2003) investigated the role o f personal beliefs about depression in creating 
barriers to receiving adequate support. They conducted a qualitative study o f primary 
care patients’ conceptual labels o f depression and anxiety symptoms and built a 
theoretical model linking these beliefs with attitudes towards treatment. The responses 
o f the sample o f thirty-one participants were categorised into five taxons or narratives. 
Biosocial Narratives, P^chosoical Narratives, Psychological Narratives, Situational Narratives and 
Somatic Narratives Overall, participants adopting biosocial narratives were more likely to
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seek help from their doctor and to use medication, people using psychosocial and 
psychological narratives were more anti-medication and opted to receive talking therapy, 
those using situational narrative would not disclose their distress to their doctor and 
finally those using a somatic narrative did not feel psychological therapy was appropriate 
as they attributed their symptoms to a physical health problem.
The findings o f this study demonstrate that people form coherent explanatory models 
about their depression and that these are influential in determining disclosure to health 
professionals and help-seeking behaviour. Although very specific to the sample being 
studied, there are significant overlaps with the cause and control dimensions o f the SRM. 
Addis et al (1995) accord a very important role to causal beliefs in depression and as such 
developed a ‘Reasons for Depression Questionnaire’ (RFD) which focuses on assessing 
the explanations people give for being depressed. Thwaites et al (2004) assessed the 
reliability and validity of the 48-item measure with both a clinical and non-cHnical sample 
and found high reliability for nine subscales o f causative factors, including 
characterlogical, achievement, interpersonal conflict, intimacy, existential, childhood, 
physical, relationship and biological.
This group o f researchers have found that reasons endorsed for depression are 
associated with perceived credibility o f treatments offered (Addis & Carpenter, 1999) 
and with therapy outcomes (Addis & Jacobson, 1996). For example, relationship- 
orientated reasons for depression were associated with negative outcomes in cognitive 
therapy and existential reasons were associated with better outcomes in cognitive therapy 
and worse outcomes in behavioural therapy. These researchers argue that beliefs about 
cause can impact on treatment in several ways. For example, having a shared 
explanation o f depression can determine the therapeutic alliance and the outcome of 
therapy (Tracey, 1988), and different causal explanations can suggest different treatment 
approaches.
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These studies provide preliminary evidence that people with depression tend to 
construct descriptions o f their experiences around some of the same beliefs that people 
with physical health problems use to make sense o f their experiences, and that variations 
in these beliefs are related to outcomes such as help-seeking behaviour and treatment 
preference. This suggests that the SRM could provide a useful way to understand 
personal models o f depression. Lobban et al (2003) argue that the wide applicability of 
the SRM in the domain of physical health suggests it may be just as reliable and valid in 
explaining the behaviour o f people with mental health problems. In addition, they feel 
that the use o f the SRM will encourage a much broader exploration o f the beliefs people 
hold about their experiences, which would have important implications for both research 
and clinical practice in mental health.
Evidence for the Application of the Self Regulation Model to Mental Health 
Problems
Some preliminary research has already been conducted that looks specifically at whether 
the SRM can explain variations in important outcomes for people experiencing mental 
health problems. A small study undertaken as part o f masters programmes (Clifford,
1998) utilised the original IPQ to assess the mental health representations o f 38 people 
experiencing psychosis and found that beliefs that the psychosis was related to fewer and 
less severe symptoms, was shorter in duration, was caused by external factors and had 
more severe negative consequences, was associated with non-adherence to anti-psychotic 
medication. Although using a small sample, this study found preliminary evidence for 
the internal consistency o f the subscales o f the IPQ with this client group, with 
Cronbach’s alpha values ranging from 0.60 to 0.92.
Brown et al (2001) were the first to publish a study looking at the role o f mental health 
representations in depression. They conducted a pilot study in the United States to 
establish the utility of using the five dimensions o f the SRM to understand how 
depressed people attending primary care services manage their depression. Based on a 
sample size o f 41 they found that illness representations were significantly correlated 
with several coping strategies, even when controlling for severity o f depression (partial 
correlation co-efficients between 0.32 and 0.58). Perceived negative consequences were 
related to use o f more active and religious coping strategies and self-blame. Lower levels
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of perceived controllability were associated with more religious coping and a stronger 
identity with more self-distraction, self-blame and emotional venting. Depression was 
most commonly reported to be caused by stress or heredity and to be conceptualised as a 
chronic condition. For those participants taking an antidepressant (n=12), a belief that 
relationship problems caused their depression was associated with poorer levels of 
medication adherence. There was no attempt to assess the internal reliability o f the IPQ. 
The authors recognised that their findings should be viewed as hypothesis generating, 
rather than conclusive, due to the small sample size and Hmited generalisability o f their 
findings.
In response to the shortcomings o f the Brown et al (2001) study. Fortune et al (2004) 
conducted a study to establish whether the dimensions o f the SRM are actually relevant 
to understanding how people make sense o f depression. One hundred and one women 
were interviewed at home and asked to think about theic most recent episode o f 
depression and their most recent physical dlness. Each participant was given two sheets 
o f paper with twelve blank lines and asked to write down everything they could 
remember about the experience o f being i) depressed and ii) physically unwell. 
Responses were divided into ‘distinct thoughts’, or cognitions, and then coded into each 
o f the five dimensions o f the SRM. Naïve raters were then asked to sort the thoughts 
into categories that ‘make sense for you’. When given the five dimensions these naïve 
raters were able to easdy collapse the categories they had derived from the data into the 
five dimensions. Finally participants were asked to complete the Beck Depression 
Inventory (BDI-II, Beck et al, 1996) and a modified version o f the original IPQ, on 
which the word ‘illness’ was replaced with ‘depression’ and the symptom checklist for 
the identity scale was substituted for symptoms based on the Diagnostic & Statistical 
Manual — Version IV (DSM-IV) criteria for major depressive disorder.
Results showed that the women generated the same number o f cognitions for depression 
and physical illness and that the models generated for each were o f equal complexity i.e. 
they used the same number o f dimensions in their reports. Descriptions o f both 
conditions did not use aU five dimensions but combinations o f two or more, with the 
most commonly used dimensions being identity and consequences cognitions. There 
were more cause cognitions for depression and more timeline cognitions for physical
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illness. Analysis o f the IPQ for depression showed it to have moderate to good internal 
consistency (a=0.56 to 0.78). The least reliable subscale was the control/cure scale. The 
IPQ  was also found to discriminate between women who were currently depressed or 
not depressed (aU t-values were significant at the p<0.01 level).
Correlations between the IPQ scales and BDI scores demonstrated that the identity, 
timeline and consequences scales were positively correlated with BDI scores (r=0.54,
0.37, 0.56 respectively, p<0.01) and less belief in the controllability o f depression was 
associated with higher BDI scores (r=-0.42, p<0.01). Inter-scale correlations showed 
that there were logical relationships between scales, for example, women who had a 
stronger depression identity were more likely to perceive their depression as lasting 
longer (r=0.28, p<0.05) and having more serious consequences (r=0.47, p<0.01). There 
was some concordance between the women’s description o f their depression and their 
IPQ scores, but this was mainly for the consequences and cause dimensions.
The main difficulty with the IPQ was the questionable relevance o f the items on the 
cause subscale. Currendy depressed women rated a greater belief in the attribution ‘My 
depression is largely due to my own behaviour’. The ‘stress’ item was given the highest 
score in both groups o f women (43% of classifications), followed by ‘other people’ 
(29%) and ‘state o f mind’ (7.5%). The remaining causal items were hardly mentioned. 
Overall the findings did provide evidence to suggest that people have models of 
depression that are similar in content and structure to those used to understand physical 
health problems, and that these models are consistent with that suggested by the SRM. 
It also supported the utility of the IPQ in measuring the representations o f people 
experiencing depression; however, it was evident that the causal items o f the IPQ  did not 
sufficiently assess the beliefs held by the depressed sample. Given that the women 
mentioned more causal cognitions in their descriptions o f their depression episode 
compared to their physical illness episode, this suggests that these cognitions may form 
an important aspect o f the models that depressed people develop when trying to make 
sense o f their experiences.
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Fortune et al (2004) argue that their study provides preliminary evidence that mental 
health problems can be understood using the SRM and that further research evidence is 
needed to test the predictive value o f the model with this population and to develop 
more reliable and valid versions o f the IPQ for mental health problems. Although 
providing some interesting preliminary evidence that the SRM may provide a useful way 
o f understanding how people make sense o f depression, there are several limitations to 
this initial research.
The sample in this study was limited to depressed women with pre-school children who 
had taken part in a large randomised controlled trial o f cognitive behavioural therapy for 
depression; in addition these women were drawn fcom a community that was socio­
economically disadvantaged, so the findings have limited generalisability. The physical 
illnesses reported by the women during the interview were diverse which raises questions 
about the specificity o f the task comparing respondents’ descriptions o f their experience 
with a recent illness and there experience o f depression. Furthermore, the methodology 
used to evaluate and compare this information was not based on an established method 
for quantifying qualitative data.
Subsequent to this initial study, these researchers (Lobban et al, 2005) have assessed the 
reliability and validity of a modified version o f the revised illness perceptions 
questionnaire (IPQ-R) to understand how people experiencing schizophrenia 
conceptualise their mental health problem. Based on a sample o f 124 participants, these 
researchers found some support for the reliability and validity o f their Illness Perception 
Questionnaire for Schizophrenia (IPQS). The Cronbach’s alpha values for the majority 
o f the subscales o f the IPQS were within the desired range (0.70 to 0.90), except for the 
personal control subscale (a=0.68), which was acceptable, and the personal blame 
subscale (a=0.47), which was excluded from further analysis due to its unreliability. 
Analysis o f test-retest reliability yielded r values between 0.31 and 0.73 over a six month 
period, with no statistically significant differences between scores over the period.
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Correlations between IPQS scores and measures o f anxiety and depression using the 
Hospital Anxiety & Depression Scale showed that a strong identity was associated with 
increased anxiety and depression (r=0.29 & r=0.32, p<0.01). The same relationship was 
found with beliefs in a chronic timeline (r=0.30 & r=0.28, p<0.01). A belief in the 
ability o f treatment to control schizophrenia was associated with less depression (-0.26, 
p<0.01) and more positive beliefs about medication (r=0.54, p<0.01). A belief in less 
personal control was related to more negative symptoms (r=0.25, p<0.01) and a lack o f a 
coherent understanding of schizophrenia was related to increased levels o f depression 
(r=0.24, p<0.01). Finally the emotional representations correlated highly with 
depression and anxiety. These findings provide evidence to suggest that, in a modified 
form, the IPQ-R can provide a reliable measure o f cognitive and emotional 
representations o f schizophrenia and that there are logical relationships between 
representations and severity o f symptoms, emotional well-being and attitudes towards 
adherence to treatment.
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The Present Study
The aim o f the present study is to build on and expand the preliminary research evidence 
that suggests the SRM provides a useful theoretical framework in which to understand 
how people with depression conceptualise their mental health problem and how the 
personal models they form impact on the way they choose to cope with their condition. 
N o previous attempt has been made to use the subscales o f the revised Illness 
Perception Questionnaire IPQ-R to assess cognitive representations associated with 
depression. In addition, no previous studies have attempted to explore whether 
cognitive representations are related to progress in psychological therapy, and whether 
the relationship between representations and outcome is mediated by coping, as 
suggested by the SRM. To this end the aims o f the present study are:
Aim 1: To develop a modified version o f the IPQ-R for depression, which will be called 
the Personal Models o f Depression Questionnaire (PMDQ), and assess whether this is a 
useful measure for assessing the cognitive and emotional representations o f people 
experiencing depression.
Aim 2: To explore the personal models that people in the study sample have formed 
about theic depression.
Aim 3: To explore how personal models o f depression influence the coping strategies 
that people in the study sample use to manage their depression.
Aim 4: To explore whether personal models o f depression are related to:
•  Self-reported adherence to antidepressant medication, in those study participants 
being prescribed medication, and
• Change in a measure o f severity o f depression over the course o f a group based 
psychological intervention for a subset o f the study sample.
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M e t h o d
Design
The study utilised a cross-sectional survey design, with a 7-week follow-up o f a subset of 
the sample.
Participants
Ethical approval to recruit participants from an NHS Primary Care Psychology and 
Counselling Service in South West London (Service A) was obtained from the London- 
Surrey Borders NHS Research Ethics Committee^ with minor amendments. R&D 
approval was also obtained from the NHS Primary Care Trust and Mental Health Trust^. 
Finally, approval was sought fcom the University o f Surrey Ethics Committee*^. Criteria 
for inclusion was men and women, aged 18 to 65 years, referred to the service with a 
primary presentation o f depression, including depression co-occurring with anxiety due 
to the high prevalence of this co-morbidity. Potential participants were identified and 
recruited from clients referred for individual therapy sessions with either a clinical 
psychologist or counselling psychologist or clients referred to a 7-session cognitive- 
behaviour group therapy programme led by a clinical psychologist, with sessions being 
held on a weekly basis.
Clients experiencing bipolar disorder, psychotic depression or depression co-occurring 
with a long term mental health problem such as schizophrenia, personality disorder or 
substance misuse were excluded from the study to reduce the potential confounding 
effects o f these more complex forms o f depression. However, due to the nature o f the 
service from which the participant’s were being recruited it was unlikely that any 
potential participants would be presenting with these more complex mental health 
problems. It was not possible to ascertain how many clients were actually excluded from 
the study on the basis o f these criteria as recruitment occurred via clinicians working in 
the service. Finally, any client unable to give fully informed consent to take part in the 
study was not included, for example, cHents who were unable to understand the written 
English language.
 ^See Appendix 2 for the approval letter from the Local Research Ethics Committee 
 ^See Appendix 3 for R&D approval letters
* See Appendix 4 for ethical approval letter from the University of Surrey
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Poor recruitment and response rates six months into the period o f data collection led to 
the involvement o f a second NHS Primary Care Psychology and Counselling Service 
within the same geographical area (Service B). A study amendment was submitted to the 
Ethics Committee and approved^ Permission to extend the recruitment site was also 
obtained from the NHS Primary Care Trust responsible for the service and the NHS 
Mental Health Trusté A priori power calculation indicated that a sample size o f ninety- 
eight was required for the study if a multiple regression analysis was going to be used, 
based on an alpha level of 0.05, power level o f 0.80 and finding a medium effect size^. 
The final sample size was sixty-nine (70% of the target sample size). Table 1 provides a 
summary o f the number o f participants approached about the study and the response 
rate at each service.
Table 1: Summary of Study Response Rate
Service A
Clients attending 
individual therapy 
sessions
Service A
Clients attending 
group sessions
Service B
Clients attending 
individual therapy 
sessions
No. of Clients Given a 
Research Pack
20 123 11
No. of Clients who 
Participated by Returning 
a Questionnaire
4 61 4
Response Rate 20.0% 49.6% 36.3%
See Appendix 5 for ethical approval of amendment letter 
 ^See Appendix 6 for R&D approval of amendment letter 
Green (1991) suggests a formula for deciding on minimum sample size when using multiple linear 
regression. N > 50 + 8m where m = number of predictor variables and N = sample size
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Procedure
Psychologists working at each service were asked to identify, from their existing 
caseloads, any clients requiring help with managing depression. These clients were 
identified either from referral letters, where the referrer had explicitly stated that the 
client required help with low mood, or by the psychologist themselves following their 
initial assessment appointment with the client. Each psychologist was provided with an 
information sheet summarising the study inclusion and exclusion criteria.
Those psychologists who agreed to help with collecting data for the research were asked 
to use five minutes at the end o f their appointments to invite clients meeting the 
inclusion criteria to take part in the study. During this time they provided a brief 
description o f the study and gave the client a research pack to take away if they 
expressed an interest in participating in the research. Each pack contained an instruction 
sheet^, an information sheet^, two copies o f a consent form^°, questionnaire booklet 
containing the battery of measures, and a freepost envelope in which the client could 
return the questionnaire and one copy o f the consent form directiy to the researcher.
Consent was also sought from participants to collect follow-up data using a measure of 
the severity o f their depression once their therapy sessions were complete. This was 
assessed using the Beck Depression Inventory -  Version II (Beck et al, 1996 BDI-II). In 
practice it was not possible to collect this data from participants receiving individual 
therapy sessions, however, for these respondents the BDI-II was included in their 
questionnaire booklet to assess the severity o f their depression at the time o f entering the 
study.
For cUents referred for group therapy, the lead psychologist introduced the project at the 
start o f each new course and distributed research packs to those clients who expressed 
an interest in taking part in the study. For these clients, pre and post intervention BDI- 
II scores were provided by the group lead, who administered BDI-II questionnaires at 
the start and end o f each group therapy course routinely as part o f their ongoing 
evaluation o f the programme. This meant that it was not necessary to include the 
BDI-II in the research packs of individuals attending group therapy.
* See Appendix 7 for participant instruction sheet 
 ^See Appendix 8 for participant information sheet 
See Appendix 9 for study consent form
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Measures
Demographic information, including age, sex and ethnicity was collected from each 
participant on the first page o f the questionnaire, along with self-report data about the 
length o f time they had been experiencing depression, whether they had received any 
psychological intervention in the past and whether they were currently being prescribed 
an antidepressant. Other measures in the questionnaire booklet are outlined below” .
Personal M odels o f  Depression Questionnaire (PMDQ)
The Revised Illness Perception Questionnaire (IPQ-R, Moss-Morris et al, 2002) was 
modified for use with a sample experiencing depression. The most obvious amendment 
to the questionnaire was to change the title from 'Illness Perception Questionnaire’ to 
‘Personal Models o f Depression Questionnaire’, as the original title implies a medical 
model understanding of depression. In addition the word ‘depression’ was substituted 
for the word ‘illness’ throughout the questionnaire, in line with Weinman et al’s (1996) 
recommendations for adapting the questionnaire for specific conditions. Modifications 
to the questionnaire items within each subscale were based on previous research findings 
from smdies using the IPQ to assess mental health representations or studies looking 
specifically at how people with depression make sense of their experiences.
The items for the Timeline, Cause, Consequences, Control/Cure, Coherence and 
Emotional Representation subscales are rated on a 5-point Likert-type scale: strong  
disagree, disagree, neither agree or disagree, agree, strongjy agree, with each response being scored 1 
to 5 respectively. The overall score for each subscale is calculated by averaging the 
scores for each of the items that make up the particular subscale. The exception is the 
Cause subscale, which does not yield an overall average score, but is treated as separate 
items.
The Identity subscale asks respondents to rate or no to whether they have experienced 
a list o f symptoms since the onset o f their depression. They are then asked to indicate 
whether they believe that the symptoms they are experiencing are specifically related to 
their depression, using the same response format. This scale is scored by summing the 
number o f ‘yes’ responses on the second rating o f whether participants identify each
” See Appendix 10 for the study questionnaire booklet containing the battery of measures
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symptom as being related to their depression. The scale therefore provides a measure of 
the number o f symptoms perceived to be associated with depression, with a higher score 
reflecting a stronger identity.
1. Identity (16 items)
In the IPQ-R the identity subscale consists o f a list o f fourteen symptoms associated 
with common physical health problems. For the present study the list o f symptoms was 
changed completely to include sixteen o f the diagnostic symptoms o f depression, as 
outlined in the DSM-IV. This was in line with the changes made in the Fortune et al 
(2004) study with women who had experienced depression.
2. Timeline
In the IPQ-R two subscales are used to assess respondents’ beliefs about how long they 
believe their condition will last (acute versus chronic) and whether they believe the 
symptoms o f their condition occur in cycles. N o changes were made to these subscales.
A.cutel Chronic (6 items)
A high score indicates a behef that depression is a long-term, chronic condition rather 
than an acute condition that wiU last only a short period o f time. Examples o f items 
include M y depression is likely to be permanent rather than temporary' and M y depression nnllpass 
quicklj. It was necessary to reverse the scores o f three items in this subscale to ensure 
the overall score reflects a belief that depression is a chronic condition.
Cyclical (3 items)
A high score indicates a belief that depression has a cychcal timeline. Questionnaire 
items include Tgo through cycles in which my depression gets better and worsi.
3. Consequences (13 items)
Six o f the original items from the consequences subscale o f the IPQ-R were retained, 
with seven further items added. Items assess the impact that the person’s 
illness/condition has on their life and includes statements such as M y illness has major 
consequences on my lifi. New items included for the present study considered issues such as 
social stigma, difficulty performing roles, self-esteem and the potential for the experience 
to have positive consequences. These were derived from the IPQ  for schizophrenia
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(Lobban, 2005) which expanded the original IPQ-R items to gain a more detailed 
understanding o f the nature o f the social and personal impact that a mental health 
problem can have on a person’s life, such as 'My depression means that I  am less valued as a 
person". New items were also based on the results o f the study by Vellenga & Christenson 
(1994), where participants talked about stigmatisation, social losses and need for 
acceptance as consequences o f their serious mental health problem.
A high score on this scale indicates that the respondent believes depression has had 
more negative consequences in their life. The scores o f two items needed to be reversed.
4. Control/Cure (14 items)
This subscale is divided into two separate scales.
Personal Control (6 items)
N o changes were made to these items from the original IPQ-R, which include 
statements such as 'There is a lot which I  can do to control the ymptoms of my depression" and 'The 
course of my depression depends on me". A high score reflects a behef that the respondent has 
high levels o f personal control over their depression, suggesting they have greater levels 
o f self-efficacy. The scores for two items were reversed.
Treatment Control (8 items)
In the IPQ-R this subscale includes five general statements about whether 'my treatment" 
wiU improve the illness/condition. For the present study two items, 'There is very little that 
can be done to improve my illnesi and 'there is nothing which can help my condition" were retained, 
with substitution o f the word depression for illness/condition. However, six new items 
were added which assess behefs about the effects that psychological therapy and 
antidepressant medication will have on helping the person to manage their depression. 
These were named 'ControlJherapf (3 items) and 'Control_Drugs" (3 items) subscales. 
High scores reflect more positive beliefs about the efficacy o f treatment (therapy or 
drugs) in managing the depression. The score for one item required reversing.
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5. Coherence (5 items)
This scale was a new addition to the IPQ-R. N o changes were made to the items for the 
present study, which include 'My depression does not make any sense to me" and 'The symptoms of 
my depression arepuf^tjing to me". A high score suggests that the respondent does not have a 
clear understanding o f their depression. The score for one item required reversing.
6. Emotional Representation (6 items)
This subscale assesses the respondent’s emotional response to experiencing depression. 
The original scale included two items '1 get depressed when I  think about my illnesi and 'having 
this illness makes me anxioui which were deemed to be inappropriate for the present study. 
Therefore, these items were replaced with two items used by Lobban et al (2005) in the 
emotional representation subscale o f their illness perception questionnaire for 
schizophrenia. This included 'I  feel a sense of loss as a result of my depression" and 'I  get very 
frustrated by my depression". A high score on this scale represents a stronger negative 
emotional response to the experience o f living with depression. The score for one item 
was reversed.
7. Cause (18 items)
These items are presented in a separate section of the questionnaire. Findings from the 
Fortune et al (2004) study showed that this subscale o f the IPQ was m ost frequently 
raised as not being relevant to the women’s experiences, with stress and other people 
being the most commonly reported causal factors. These authors suggest that this scale 
would require further modification in future research. Therefore a number o f items were 
removed from the IPQ-R for the present study, including germ! virus, smoking, altered 
immunity, pollution in the environment, as these attributions are more consistent with a 
medical model of understanding physical illness.
The list o f possible causes was based on those used by Lobban et al (2005) in their illness 
perception questionnaire for Schizophrenia. The Ust consists o f causal items are related 
to both internal and external factors. These include character, relationships, stressful life 
events, childhood experiences, lifestyle choices and physical and biological factors. An 
item assessing the causal role o f chance was also included. The list also reflects the types 
o f attributions identified in previous research with people experiencing depression (e.g 
Karasz et al, 2003 & Addis et al, 1995)
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Shott-Form COPE (Carver, 1997)
This is a shorter version o f a validated measure called the COPE inventory developed by 
Carver et al (1989) on the basis o f Lazarus & Folkman’s (1984) model o f coping and 
Carver & Scheier’s (1981) model o f behavioural self-regulation. The aim o f developing 
this briefer measure was to reduce the burden on participants involved in health 
research, who are often asked to complete large batteries o f questionnaires.
The Short-Form COPE consists o f fourteen scales that assess different coping strategies, 
some known to be adaptive and others known to be more problematic. Two scales from 
the original COPE were removed as they had not proven useful in previous research. 
Three scales were adapted slightly to improve their relevance and a new scale was added. 
The number o f items in each scale was reduced from four to two. The scales include; 
Active Coping, Planning Positive Re-framing Acceptance, Humor, Religion, Using Emotional 
Support, Using Instrumental Support, Self-Distraction, Denial, Venting Substance Use, Behavioural 
Disengagement and Self-Blame.
The scale was validated with a sample o f 168 participants affected by a natural disaster. 
Reliability analysis demonstrated that, despite each scale consisting o f only two items, 
their co-efficient alpha values all exceeded 0.5, and exceeded 0.6 for all scales apart from 
Venting, Denial and Acceptance. The COPE is used regularly in studies examining the 
relationship between illness representations and coping behaviour in people experiencing 
physical health problems (see Hagger & OrbeU, 2003).
Respondents indicate how often they perform each coping behaviour on a 4-point 
Likert-type scale o f 7 usually don’t  do this at all, I  usually do this a little bit, I  usually do this a 
medium amount and I  usually do this a lot. A score is calculated for each o f the fourteen 
coping scales by summing the scores on the two questionnaire items related to each scale 
(range 2-10). A high score indicates that the respondent usually engages in those 
particular coping behaviours on a regular basis.
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The Medication Adherence Scale (MARS)
This brief measure consists o f eight items that assess people's self-reported behaviour 
around taking theic prescribed medication, in the case o f this study, an antidepressant. 
This measure has been validated in studies conducted by Rand & Wise (1994) and 
Kravitz et al (1993) and has been used by Home & Weinman (2002) in a study 
examining the role o f cognitive representations in adherence to asthma medication. 
Respondents rate how often they have performed each o f the behaviours over the past 
month using a 5-point Likert-type scale, including Never, Rarely, Sometimes, Often and Very 
Often. Examples o f behaviours include T  take less than instructed’2inà T  avoid using it i f  1 carl. 
The scale yields a total score in the range o f 8 to 40, with low scores indicating more 
adherent behaviour. The score o f the last item, T  use it regularly every day’, is reversed.
Beck Depression Inventory -  Version II  (BDI-II, Beck e t a l1996)
The BDI-II is an updated version o f the original Beck Depression Inventory and 
provides a measure of the presence and degree of depression in adolescents and adults, 
in line with the symptoms o f depression listed in DSM-IV. It is a 21-item test presented 
in multiple choice format with each item describing a specific behavioural manifestation 
o f depression. Respondents are asked to consider each statement as it relates to the way 
they have felt for the past two weeks. Within each item there are several statements that 
are rank ordered and weighted to reflect the range o f severity o f the symptom. Values of 
zero, one, two, or three are assigned to each statement to indicate degree o f severity. 
The scores are then totalled. A score o f 0-13 is considered to reflect a iriinim^l level of 
depression, 14-19 suggests mild levels o f depression, 20-28 moderate levels, and 29-63 
severe levels.
After testing the original BDI and the BDI-II on a clinical sample o f five hundred. Beck 
et al (1996) found the BDI-II showed improved clinical sensitivity, with its reliability 
(Coefficient Alpha = 0.92) being higher than the BDI (Coefficient Alpha = 0.86). Test- 
retest reliability was a correlation o f 0.93, which was significant at the 1% level. The 
BDI-II also has improved face validity as items were changed to more closely resemble 
the symptom Hst in DSM-IV. The BDI-II remains the most widely used measure o f 
depression in clinical practice.
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Statistical Analysis
AU data was analysed using the statistical software package SPSS (Version 13). 
Descriptive statistics were explored before examining the relationships between personal 
models o f depression, coping behaviour, adherence and change in severity o f depression 
foUowing a group therapy intervention. The main analysis was based on both parametric 
and non-parametric correlation co-efficients.
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R e s u l t s  
D ata Scteenitig
Prior to conducting the analysis the data set was examined for accuracy o f data inputting, 
outliers and missing values. One respondent attending group therapy only indicated 
their response to questionnaire items when they agreed with the statement. Due to the 
quantity o f missing data this case was deleted Hstwise from the dataset, reducing the total 
sample size to sixty-eight. One respondent missed out the first page o f the Personal 
Models o f Depression Questionnaire (PMDQ) and one did not complete the causal 
items subscale, stating that they did not know what had led to the onset o f their 
depression.
Forty-three respondents reported that they were currently being prescribed 
antidepressant medication and completed the Medication Adherence Scale (MARS); 
however, one respondent failed to answer all the items on the scale. Baseline Beck 
Depression Inventory {BDI-II_Time1) scores were available for sixty-one participants, 
and post-intervention scores (BDI-II_Time2) were available for forty-three o f the group 
therapy participants. In the remaining dataset there were occasional instances o f m is s in g  
data. In aU analyses cases with missing data were deleted pairwise, which resulted in 
varying sample sizes for each analysis. Appendix 11 provides a summary o f all the study 
variables, including the level o f measurement o f each variable.
Tests o f Normality
Prior to proceeding with a detailed analysis o f the study data, steps were taken to assess 
the fit between the distribution o f the data and a normal distribution. The Kolmogorov- 
Smimov test was used as a preliminary normaUty test criterion, with a low significance 
value indicating that the distribution o f the data differs significantly from a normal 
distribution. However, this tends to yield conservative results and does not provide 
information about whether the data deviates so significantly from a normal distribution 
that it would violate the assumptions o f a parametric test. Field (2005) suggests 
calculating the z-scores for the skew and kurtoisis values for each variable and rejecting 
the distribution o f the data as not being normally distributed when z scores are in excess 
o f +/-1.96 (one standard deviation). As a final check, histograms with normal curves 
and Q-Q plots were requested using SPSS.
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The distributions o f the continuous variable hength of time experiencing depression, six of the 
COPE subscales and the total MARS score failed to meet the criteria for normality, and 
appropriate transformations o f the data did not improve the shape o f the distributions 
sufficiently. Therefore any analyses using these variables/scales were based on non- 
parametric statistical tests.
Table 2 provides the results o f the normahty tests for the remaining study variables using 
z values. It was necessary to transform the Identity subscale o f the PM DQ by inversing 
and square rooting the data. This meant that in any analysis using the transformed 
Identity data a low score would now reflect a higher Identity subscale score. It was also 
necessary to transform the BDI-II_Time2 scores. Following these transformations it was 
possible to use parametric statistical tests with the variables listed in the table.
Descriptive Statistics
1. Descriptive Statistics: Sample Characteristics
Overall the final sample for the study consisted o f eight cUents attending individual 
psychology sessions and sixty clients who were attending the group therapy programme. 
A summary o f demographic information for the sample is contained in Table 3.
An independent samples t-test indicated that there were no significant differences 
between the respondents attending individual therapy sessions and those attending the 
group programme in terms o f age (t(65)=1.15, p=0.256) and BDI-Il_Time1 score 
(t(59) =1.12, p=0.27)^^. A Mann-Whitney U test for independent groups indicated that 
there were no difference between the groups in terms o f length of time experiencing depression 
(z(7,58)=-0.148, p=0.882). A cross-tabulation analysis using Crammer’s V  (nominal 
symmetric measure) also indicated that the two groups were homogenous in terms o f 
ethnicity ^^(6,n=68)=0.31,p=0.364) and previous psychological support (%^ (6, n = 68)=0.15, 
p=0.909). However, it must be noted that caution should be taken when interpreting 
these results due to the large difference between the sample sizes o f the two groups” .
'2 Levene’s Test for Equality of Variance confirmed that equal variances could be assumed i.e. p>0.05 
Please refer to Appendix 12 for the descriptive statistics associated with these tests
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Table 2: Assessment of Normality using Kolmogorov-Smimov Test and Skew & Kurtosis 
Values
Kolmogorov- 
Smimov Test 
(p value)
Skew (SE 
of Skew)
z-value 
Skew/SE
Kurtosis 
(SE of 
Kurtosis)
2-value
Kurtosis/SE
0.200 -0.062(0.293) -0.21
-0.739
(0.578) -1.28
Identity 0.002 -0.822(0.299) -2.74
0.065
(0.590) 0.11
Identity Transformed 
l/Sqrt(Identity) 0.185
0.155
(0.299) 0.52
-0.748
(0.590) -1.27
Timeline: Acute/Chronic 0.023 0.212(0.293) 0.72
-0.128
(0.578) 0.22
Consequences 0.200 -0.099(0.293) -0.34
0.040
(0.578) 0.07
Control_Personal 0.010 -0.184(0.291) -0.63
0.076
(0.574) 0.132
Control_Therapy 0.001 0.123(0.291) 0.42
0.141
(0.574) 0.25
Control_Drugs 0.000 -0.337(0.291) -1.16
-0.277
(0.574) 0.48
Depression Coherence 0.087 0.069(0.291) 0.24
-0.123
(0.574) 0.21
Emotional Representation 0.200 -0.366(0.291) -1.25
0.241
(0.574) 0.42
BDI_Timel 0.709* 0.132(0.306) 0.43
-0.391
(0.604) -0.65
BDI _Time2 0.010* 0.823(0.361) 2.28
0.188
(0.709) 0.27
BDI_Time2 Transformed 
Sqrt(BDI_Time2) 0.541*
-0.164
(0.361) -0.45
-0.605
(0.709) -0.85
BDI_Change 0.251* -0.514(0.361) -1.42
-0.029
(0.709) 0.04
*Test of normality: Shapiro-Wilk as N<50.
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Table 3: Summary of Total Sample Demographics
Variable Labels Frequency/
Percentage
Mean Standard
Deviation
Median Min/
Max
Gender
(n=68)
Male
Female
14 /  20.6% 
54 /  79.4%
X X X X
Age
(n=67) X 42.12 11.50 43 18-65
Ethnicity
(n=68)
White British 
White Irish 
White Other 
White & Asian 
Indian 
Asian Other 
Other
55 /  80.9% 
1 /  1.5%
6 /  8.8%
1 /  1.5%
1 /  1.5%
2 /  2.9%
2 /  2.9%
X X X X
No. months 
experiencing 
depression 
(n=65)
X 123.95 131.26 60 5-480
Previous
psychological
support?
(n=68)
None
Clinical Psychologist 
Counsellor 
Inpatient Treatment 
Multiple Forms 
Yes-Not Specified
28 /  41.2% 
6 /  8.8% 
13 /  19.1% 
1 /  1.5% 
11 /  16.2% 
9 /  13.2%
X X X X
Currently
prescribed
antidepressant?
(n=68)
Yes
No
43 /  63.2% 
25 /  36.8%
X X X X
BDI-II_Time 1 
(n=61) X 26.87 10.87 27 3 - 5 2
Minimal level (0-13) 
Mild Level (14-19) 
Moderate Level (20- 
28)
Severe Level (29-63)
6 /  9.8%
9 /14.8% 
22 /  36.1% 
24 /  39.3%
X X X X
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2. Descriptive Statistics: Personal M odels o f  Depression Questionnaire (PMDQ)
Table 4 provides descriptive statistics and internai consistency (Cronbach alpha) values 
for each o f the subscales o f the PMDQ. The Cause subscale is excluded from this data 
as it does not yield an overall average score and is explored in the following section.
Table 4: Descriptive 
PMDQ
Statistics & Cronbach’s Alpha Scores for the Subscales of the
Subscale N No. of 
Items
Mean Standard
Deviation
Median M in/
Max
Cronbach’s
Alpha
Identity (no. 
symptoms attributed 
to depression)
64 16 11.42 3.85 12 2-16 X
Timeline_Acute/
Chronic 67 6 3.16 0.80 3 1.17-5 0.865
Timeline_Cyclical 65 3 3.71 0.61 4 2.67- 5 0.482
Consequences 67 13 3.65 0.55 3.62 2.46- 5 0.835
Control_Personal 68 6 3.68 0.68 3.67 2 -5 0.864
Control_Treatment 68 2 4.00 0.73 4 2-5 0.637
Control_Therapy 68 3 3.49 0.64 3.50 2 -5 0.783
Control_Dmgs 68 3 2.98 1.00 3 1 -5 0.893
Depression
Coherence 68 5 2.98 0.85 2.80 1 -5 0.864
Emotional
Representation 68 6 3.95 0.62 3.92 2.17- 5 0.748
Cronbach’s alpha values show that the majority o f subscales demonstrate good levels of 
internal consistency (Streiner & Norman, 1997). However, it is clear that the 
TimelinejDyclical subscale was not reliable, which may indicate that the items in this 
subscale were not able to measure beliefs about the cyclical nature o f depression. The 
two items o f the Timeline_Cyclical subscale T  go through cycles in which my depression gets better 
and worse" and 'The ymptoms of my depression change a great deal from day to daf only had a 
correlation co-efficient of 0.086, suggesting that these items were not measuring the 
same concept. In addition the alpha value for the general ControlJTreatment subscale was 
only within the acceptable range, which is likely to be due to the low number o f items in 
the scale. Due to the questionable reliability o f these two subscales they were excluded 
from further analysis o f the PMDQ.
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O n average, study participants reported that they experienced fourteen o f the sixteen 
symptoms listed in the Identity subscale, and most o f these were believed to be related to 
their depression. Overall, the study participants held moderate beliefs that depression is 
a chronic condition and tended to associate negative consequences with experiencing 
depression. There was a sense o f personal control over depression, but more positive 
beliefs about the ability o f psychological therapy to help manage depression, as 
compared to antidepressant medication. There was a general perception from 
participants that they had a fair understanding o f their depression, as reflected in the 
lower mean Depression Coherence score, but participants tended to experience a high level 
o f negative emotion in response to living with depression.
The Cause Subscale
Graph 1 provides a summary o f participants’ beliefs about the factors that contributed to 
the onset o f their depression. Bars represent the number o f times each factor was 
endorsed as being a causal factor (as indicated by an Agree or Strongly Agree response) as 
compared to the number of times the factor was not believed to be causal (Disagree or 
Strongly Disagree response). The results show that the most commonly endorsed causal 
factor was Stress!worry, followed by Thinking about things too much. Participants also 
believed that factors such as personality!f^y own behaviour were important causal factors, in 
addition to upbringing and family problems.
I
I
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Graph 1: Summary of Frequency of Responses on the Cause Subscale
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3. Descriptive Statistics: Coping Behaviour
Table 5  provides the descriptive statistics for the fourteen subscales o f the Short-Form 
COPE. Cronbach’s alpha values were very good for the majority o f the subscales, given 
the small number o f items within each scale. The alpha values for the Self-Distraction and 
Denial subscales were within the acceptable range, however, the low value for the Venting 
subscale suggested that it was not reliable, therefore it was excluded from further 
analysis. The items for this subscale included T say things to let my unpleasant feelings escape" 
and T express my negative feelingi. It is possible that these items did not correlate because 
the first item suggests a negative style o f behaviour, where difficult feelings are expressed 
by saying unpleasant things, whereas the second question may relate to a more adaptive 
way o f talking about distressing feehngs. In addition, this subscale was found to have 
one o f the lowest alpha values in the original study investigating the reliability and 
validity o f the Short-Form COPE.
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Table 5: Descriptive Statistics for the Subscales of the Short-Form COPE
Coping St}le N Mean Median Mode Min/
Max
Standard
Deviation
Cronbach’s
Alpha
Active Coping 68 5.04 5 4 2-8 1.77 0.87
Planning 68 5.29 6 8 2-8 2.04 0.89
Positive
Reffaming 68 4.68 4 3 2-8 2.00 0.78
Acceptance 67 5.49 6 6 2-8 1.77 0.76
Humour 68 3.78 3 2 2-8 2.05 0.87
Religion 68 4.09 3 2 2-8 2.26 0.90
Emotional
Support 68 5.13 5 6 2-8 1.92 0.90
Instrumental
Support 67 5.37 6 6 2-8 1.86 0.85
Self Distraction 68 5.43 6 6 2-8 1.68 0.63
Denial 67 2.87 2 2 2-8 1.28 0.63
Venting 67 4.24 4 4 2-8 1.56 0.48
Substances 67 2.94 2 2 2-7 1.48 0.93
Behavioural
Disengagement 67 2.84 3 3 2-8 1.33 0.90
Self Blame 66 5.79 6 8 2-8 2.02 0.83
Overall, the most commonly used coping behaviour in the sample was Self-Blame, 
followed by Acceptance and Self Distraction. The least commonly used coping strategies 
were Behavioural Disengagement, Denial and the use o f Substances (alcohol).
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4. Self-R eported  A dherence to A n tidepressan t M edication
Overall, the majority of participants currently being prescribed antidepressant medication 
reported that they adhered to medical advice when taking their medication. Graph 2 
provides the mean score for each of the items of the MARS.
A total score was calculated for the MARS by summing the scores for each o f the eight 
items in the scale, with the score on the final item being reversed. Therefore, low total 
scores indicate more adherent behaviour. The sample mean for the total MARS score 
was 11.31 (n=43, SD: 3.93, Range: 8-26).
Graph 2: Means Score on the Items of the MARS, including Standard Deviations
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Using a t-test for independent groups, no statistically significant differences were found 
between people being prescribed an antidepressant, and those not, on measures of 
severity o f depression (BDI-II_ Time1 (t(59)=1.145, p = 0.257, 2-tailed test), or Change in 
BDI-II score following the group therapy intervention (fiDI-II_Change (t(41)=0.433, 
p=0.667, 2-tailed test)^t A Mann-Whitney U test for independent groups also showed 
that there was no statistically significant difference between the two groups in terms of 
Time experiencing depression (z(41, 24)=-0.34, p=0.734, 2-taded test). Table 6 provides a 
summary o f the means for each variable across the two groups.
Table 6: Comparison of Mean Scores According to whether the Participant is Currently 
being Prescribed Antidepressant Medication
Currently
Prescribed
Antidepressant?
N Mean SD
BDI-II_Timel Yes 38 28.11 10.73
No 23 24.83 11.02
Yes 30 9.10 10.41
No 13 10.54 8.95
Length of Time Experiencing 
Depression (months)
Yes 41 122.66 122.36
No 24 126.17 147.97
5. Change in BDI-II Scores following Group Therapy Intervention
The descriptive statistics for the group-therapy participants’ BDI-II scores at the first 
and last session o f the group programme are shown in Table 7. Although there was 
considerable variability in the scores at each time point, there was a large difference in 
the overall mean BDI-II scores pre and post intervention.
Table 7; Comparison of Pre & Post-Intervention BDI-II Scores
N Mean BDI-II 
Score
SD M inim um /
Maximum
Time 1
(Pre-Intervention) 43 26.28 10.98 3-52
;|^imel2®
(Post-Intervention) 43 16.74 3.67 0-54
Levene’s Test for Equality of Variance confirmed that equal variances could be assumed i.e. p>0.05
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In order to compare the pre and post-intervention BDI-II scores o f participants 
attending group therapy using a parametric test, the BDI-II_Tme1 scores were also 
square rooted so that they could be compared with the transformed BDI-II_Tme2 scores. 
This did not alter the distribution o f the BDI-II_Time1 scores significantly. Using a t-test 
for two related samples, it was found that there was a large statistically significant 
difference between the pre and post group therapy BDI-II (transformed) scores 
(t(42)=6.084, p=0.000). Severity o f depression prior to the intervention starting was not 
related to overall change in BDI-II scores.
In terms o f the clinical significance o f the change in severity o f depression following the 
intervention, categorisation o f each participant’s pre and post therapy BDI-II scores 
according to the clinical cut-offs defined by Beck et al (1996)^^ showed that twenty 
participants did not change classification group (29.4%), nine went down by one 
category (13.2%), ten went down by two categories (14.7%) and four went down by 
three categories (5.9%). Therefore, nearly two-thitds o f the group therapy participants 
who had follow-up data available experienced a decrease in the clinical severity level o f 
their depression, as defined by the BDI-II.
Relationship between Personal Models of Depression & Demographic Variables
1. Length o f Time Experiencing Depression
Categorising time experiencing depression into five categories'^, a one-way analysis o f 
variance showed that there was a difference in Timeline_Acute/  Chronic beliefs across 
different lengths o f time experiencing depression (F(4,62)=3.287, p=0.008)^^. Post hoc 
analyses using Scheffe and Hochberg statistics showed that the greatest difference in the 
Timeline subscale scores was between the less than 12 months and over 10 years groups, 
providing evidence to suggest that participants who have had depression for longer 
believe it to be chronic and those who have had it for a short period o f time believe it to 
be an acute condition.
Minimal Level 0-13, Mild Level 14-19, Moderate Level 20-28, Severe Level 29-63 
Refer to Appendix 11 for details of the categories
Levene’s Test for Equality of Variance confirmed that equal variances could be assumed i.e. p>0.05
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Using Kendall’s tau-b correlation co-efficient, weak to moderate positive correlations 
were found between Length of time experiencing depression and the causal beliefs Money worries 
(r(64)=0.199, p=0.037) and My upbringing (r(64)=0.205, p=0,033). This suggests that 
people who have been experiencing depression for a longer period o f time are more 
likely to endorse these items as being causal in the onset o f their depression. However, 
the a-values indicate that these relationships should be interpreted with caution.
2. Seventy o f Depression
Using Pearson’s correlation co-efficient it was found that the variable BDI-II_Time 1 was 
negatively correlated with the transformed Identity subscale score (r(57)=-0.456, 
p=0.000), which means that participants who were experiencing more symptoms, which 
they attributed to their depression, had more severe levels o f depression. This 
relationship is unsurprising given that the BDI-II assesses the presence and severity of 
symptoms associated with depression. Higher BDI-II scores were also associated with 
the belief that depression has a chronic timeline, as assessed by the 
Timeline^AcuteI Chronic subscale (r(60)=0.383, p=0.003), and that it has more negative 
consequences for the participant, as assessed by the Consequences subscale (r(60)=0.433,
p=0.001).
Finally there was a moderate correlation between BDI-II_Time1 scores, and scores on the 
Emotional Representation subscale (r(61)=0.312, p=0.014), suggesting that when 
participants are experiencing more severe levels o f depression, they experience more 
negative emotions in response to their depression. Severity o f depression was not 
associated with other subscales o f the PM DQ and no relationships were found with 
causal beliefs.
3. Use o f Antidepressant Medication
Using an independent groups t-test to compare the personal models o f participants being 
prescribed an antidepressant and those not, it was found that participants using 
antidepressants tended to hold the belief that depression is more chronic in nature 
(n=42, mean=3.32, sd=0.82), compared to those not (n=25, mean=2.89, sd=0.70) as 
assessed by the Timeline_Acute/Chronic subscale (t(65)=2.17, p=0.034, 2-taüed test). 
However, the statistical significance o f this difference was not large and should be
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interpreted with caution. Participants taking antidepressants also perceived medication 
to be more effective in managing depression (n=43, mean=3.40, sd=0.87), compared to 
those not taking antidepressants (n=25, mean=2.25, sd=0.79) as assessed using the 
Control_Drugs subscale (t(66)=5.41, p=0.000, 2-tailed test).
A Mann-Whitney-U test looking at differences in the casual beliefs o f the two groups 
showed that those people being prescribed an antidepressant were more likely to endorse 
the item A  chemical imbalance in the brain as being causal in the onset o f theic depression 
(z(42,25)=-3.453, p=0.001) (mean rank =40.08 for those participants being prescribed 
medication and mean rank = 23.78 for those not being prescribed medication).
Relationships between the Subscales of the PMDQ
Table 8 provides a summary of the inter-subscale correlations o f the PM DQ using 
Pearson’s correlation co-efficient. Due to the number o f correlations being performed 
in this analysis, initially a Bonferroni correction was applied to reduce the chance of 
making a Type 1 error^®. Based on this criterion, correlation co-efficients with an 
associated a-value of less than 0.0018 were considered to be more likely to be reflecting a 
genuine relationship within the population.
Table 8: Inter Subscale Correlations for the PMDQ
Identity Timeline: Conse­ Control
(Trans­ Acute/ quences Persona
formed) Chronic
Timeline: -.401**Acute/Chronic
Consequences -.427*^* .555*"*
Control:
Personal -.033 -.265* -.166
Control:
Therapy .166 -.422*** -.317** .369**
Control:
Drugs -.068 -.052 -.117 .083
Depression
Coherence .071 i .064 .219 .009
Emotional
Representation -.469*** .321** .598*** -.011
* p<0.05 ** p<0.01 ***p<0.001
Coh­
erence
.074
-.206 -.009
-.185 -.003 .253*
A Type I error occurs when the nuU hypothesis is rejected when there is no effect in the population
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The correlation matrix shows that the is a strong negative correlation between the 
transformed Identity subscale and the Consequences subscale and the Emotional Representation 
subscale, which suggests that participants who reported experiencing more symptoms 
that they attributed to their depression held the belief that depression has more negative 
consequences, and experienced more negative emotions in response to their mental 
health problem. Due to the correlation between the variable BDI-II_Time1 and the 
subscales Identity, Consequences and Emotional Representation, partial correlations were used to 
control for the potential confounding effects o f severity o f depression on these inter­
subscale relationships.
The effect sizes o f the correlation decreased to (r(54)=-0.286, p=0.033) for the 
Consequences subscale and (r(54)=-0.387, p=0.003) for the Emotional Representation subscale, 
suggesting that variations in severity o f depression accounted for at least some o f the 
variance shared by these subscales and the Identity subscale. However, the correlations 
between the subscales remained statistically significant showing that severity of 
depression could not fuUy explain the relationship between these beliefs.
The subscale Timeline_AcuteI Chronic was also strongly positively associated with the 
Consequences and ControlJTherapy subscales. The size o f the correlation co-efficient was 
again reduced when controlling for the variable BDI-II_Time1, such that for the 
Consequences subscale (r(57)=0.468, p = 0.000) and for the ControlJTherapy subscale 
(r(57)=-0.382, p=0.003), but as before these relationships remained statistically 
significant. Finally, there was a strong positive correlation between the Consequences and 
Emotional Representation subscales. The effect size o f the relationship was reduced when 
controlling for BDI-II_Time1, but still remained highly statistically significant 
(r(57)=0.541, p=0.000), indicating that severity o f depression had little impact on the 
association between these beliefs.
Due to the exploratory nature o f the present study and the need to balance the 
probabilities o f making a Type I and Type 11^  ^error, results based on a less conservative 
a-value were also explored. This revealed that the effect sizes o f the negative correlation
A Type II error occurs when the null hypothesis is accepted when an effect actually exists in the 
population
A Type II error occurs when the null hypothesis is accepted when an effect actually exists in the 
population
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between the ControlJTherapy and the Consequences subscale and the positive correlation 
between the ControlJTherapy and ControlJPersonal subscales were statistically significant at 
the 1% level, providing some evidence to suggest that a belief in negative consequences 
and lower levels o f personal control is associated with less belief in the ability of 
psychological therapy to control depression. In addition, there was a moderate positive 
correlation between the Timeline_A.cutelChronic subscale and the Emotional Representation 
subscale, which suggests that people who believe depression to be a chronic condition 
experience more negative emotions in response to their experience. There was also a 
small positive correlation between the Emotional Representation and Coherence subscales, 
suggesting that those people who felt they did not have a coherent understanding of 
their depression experienced more negative emotion.
Finally, consistent with research looking at illness representations in physical health 
problems, there were some inter-dependent relationships between the subscales o f the 
PMDQ. Partial correlations showed that the Timeline_Acute!Chronic subscale explained 
the relationship between the ControlJTherapy and Consequences subscales, such that the 
correlation co-efficient became non-significant when controlling for timeline beliefs 
(r (64)=-0.110, p=0.379). In addition, controlling for the Consequences sub scale rendered 
the correlation between the Identity and Timeline_AcuteI Chronic subscales non-significant 
(r(60)=-0.210, p=0.101), and controlling for the Identity subscale reduced the correlation 
between the Emotional Representation and Timeline_AcutelChronic subscales (r(60)=0.223,
p=0.082).
Relationship between Causal Beliefs <& Subscales of the PMDQ
Using Kendall’s tau_b correlation co-efficient^° a number o f relationships were found 
between items endorsed as being causal factors in the onset o f depression and the 
remaining seven subscales o f the PMDQ. Appendix 13 contains the output from SPSS 
showing all the correlation co-efficients for the analysis. These relationships should be 
interpreted with caution as a Bonferroni correction would render all the a-values non­
significant based on the number o f correlations performed. However, the findings are 
reported due to the need to balance the probabilities o f making a Type I and Type II, as 
discussed in the previous analysis.
^ This statistic was used due to the large number of tied ranks in the dataset
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The cause subscale item Thinking about things too much was positively correlated with the 
Consequences (r(66)=0.205, p=0.036) and Emotional Representation (r(67)=0.286, p = 0.004) 
subscales. This provides some evidence to suggest that the belief that depression is 
caused by Thinking about things too much is associated with experiencing more negative 
emotions and the belief that depression has more negative consequences. A belief that 
one has low levels o f personal control over depression was related to the causal 
attributions Lack of friends who care about me (r(67)=-0.254, p=0.009) and Chance/bad luck 
(r(67)=-0.202, p=0.035). Finally, a belief in the causal factor Chemical imbalance in the brain 
was associated with more positive behefs about the abihty of antidepressants to control 
depression (r(67)=0.394, p=0.000), with the a-value providing strong evidence to suggest 
that this relationship was not merely due to chance factors. It was not possible to 
control for the effects o f severity o f depression in this analysis due to the use o f a non- 
parametric statistic.
Relationship between Personal Models of Depression & Coping Behaviour
KendaU’s tau_b correlation co-efficient was used to examine the relationships between 
the subscales o f the PM DQ and the subscales of the Short-Form COPE. Table 9 
provides a summary o f the results o f the analysis.
Control_Personal scores were found to be positively correlated with the use o f active coping, 
planning, positive re-framing and acceptance. More positive behefs about the abihty to exert 
personal control over depression was also related to a greater use o f emotional support and 
instrumental support and less rehance on the use o f behavioural disengagement.
A higher score on the Consequences subscale was positively correlated with the use o f 
behavioural disengagement, suggesting that when participants perceived depression to be 
associated with more negative consequences they tended to use behavioural 
disengagement when coping with theic condition. A greater personal understanding o f 
depression, reflected by a low score on the Coherence subscale, was related to more active 
coping. FinaUy a behef that depression has a chronic timeline, reflected by a high score on 
the Timeline_Acute/Chronic subscale, was associated with behavioural disengagement, although 
the statistical significance o f this result is questionable due to the number o f correlations 
being performed.
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Table 9: Correlations between Subscales of the PMDQ & the Short-Form COPE
Identity- Timeline:
Acute/
Chronic
Conse­
quences
Control;
Personal
Control:
Therapy
Control:
Drugs
Coh­
erence
Emotion
Rep
Active_Coping .056 -.106 -487 J&^* .008 -.008 -.248** -.018
Planning .069 -.150 -.074 : .255** ^ .070 .066 -.065 .083
Positive^
Reframing .044 -.048 -470 .366** 445 .017 -.138 -.026
Acceptance .006 -.106 -.148 ,412** - .110 .030 -.055 -.067
Humour -.135 -.018 -.046 .152 -.060 .120 -.045 -498
Religion .112 .094 .063 .157 .010 .009 .015 .029
Emotional.
Support .076 -.064 -.041 .267** -.024 440 -.101 .040
Instrumental.
Support .026 -.040 -463 .243** .060 -.022 -.026 .020
Self.
Distraction .040 -.055 -.177 .112 .013 .028 -.173 -.051
Denial .062 .190 : .149 -.130 .177 -.031 .090 .128
Venting .007 -.092 -.073 -.001 .096 413 -.038 -.010
Substances .102 .076 -.006 -.013 -.014 .199* .004 .051
Behavioural.
Disengagement .136 .206* .313** -.363** -.175 -.122 .038 .098
Self.Blainc .126 .122 .165 -.011 -.038 .117 .089 .131
* p<0.05 p<0.01 p<0.001
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Relationship between Causal Reliefs Coping Behaviour
Appendix 14 provides the SPSS output o f the analysis o f the relationship between the 
causal subscale o f the PM DQ and the sub scales o f the Short-Form COPE using 
Kednall’s tau_b correlation co-efficient. A moderate negative correlation was found 
between the casual belief Cack of friends who care about me and the coping strategies 
instrumental strpport (r(66)=-0.333, p=0.001) and emotional support (r(67)=-0.372, p=0.000). 
This is a logical relationship given that these coping styles rely on deriving support from 
family and friends. There were also small negative correlations between the causal belief 
Ixick of friends who care about me and the coping strategies planning (r(67)=-0.274, p=0.006) 
and acceptance (r(66)=-0.272, p=0.007), however, it is likely that these relationships were 
due to the fact that the causal belief Back of friends who care about me is negatively correlated 
with the ControlJPersonal subscale, and that this subscale is positively correlated with the 
coping strategies planning and acceptance.
Belief that the use o f Alcohol contributed to the onset o f depression was strongly related 
to more use o f substances (r(66)=0.549, p=0.000), reflecting a logical relationship between 
these variables. There was also a small negative correlation with the use o f emotional 
support (r(67)=-0.282, p=0.006). Thinking about things too much was related to more use of 
self blame (r(65)=0.305, p=0.004) and there was a weak negative correlation with use o f 
self distraction (r(67)=-0.239, p = 0.020). Finally, the casual factor Money worries was 
significantly associated with using more humour (r(67)=0.412, p=0.000) when coping with 
depression. As before, correlation co-efficients with higher a-values should be 
interpreted with caution due to the number o f correlations being performed.
Relationship between Personal Models of Depression & Self-Reported Adherence 
to Antidepressant Medication
Moderate positive correlations were found between the total MARS score and scores on 
the Timeline_ChronicI Acute (r(41)=0.327, p=0.006). Consequences (r(41)=0.321, p=0.006) 
and Emotional Representation (r(42)=0.318, p=0.007) subscales o f the PM DQ. This 
suggests that participants who believe that depression is a chronic condition, which is 
associated with more negative consequences and for whom the experience o f having 
depression causes negative emotions, were less likely to report that they took their 
antidepressant medication as advised. Those participants with lower scores on the 
MARS, who therefore reported more adherent behaviour, were more likely to hold the
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belief that they had personal control over their depression(r(42)=-0.271, p=0.021) and to 
have more positive perceptions about the ability o f psychological therapy (r(42)=-0.330, 
p=0.006) and drugs (r(42)=-0.357, p=0.003) to control their depression. AU a-values 
were considered to be significant based on a Bonferroni correction, with the exception 
o f that obtained for the Control_Personal subscale.
Causal Beliefs Adherence to Antidepressant Medication
There were no statisticaUy significant correlations between casual beUefs and self- 
reported adherence to antidepressant medication. The greatest difference between those 
participants defined as adhering to their medication, versus those defined as non­
adherent, was found with the causal beUef chemical imbalance in the brain, but this difference 
was not found to be statisticaUy significant from zero using a Mann-Whitney U test.
Relationship between Personal Models of Depression & Change in BDI-II Score 
following Group Therapy Intervention
For the subgroup o f the sample attending the group-based therapy, no relationships were 
found between the subscales o f the PM DQ and change in BDI-II score foUowing the 
intervention using Pearson’s correlation co-efficient.
Causal Beliefs <& Change in BDI-II Score following Group Therapy Intervention
N o statisticaUy significant relationships were found between causal beUefs and change in
BDI-II score foUowing the intervention using KendaU’s tau_b correlation coefficient.
Relationship between Coping, Adherence to Anti-depressant Medication and 
Change in BDI-II Score following Group Therapy Intervention
1. Coping Behaviour & Severity o f  Depression
Using KendaU’s tau-b correlation co-efficient it was found that the use o f the coping 
strategy self blame was moderately positively correlated with the variable BDI-II_Time1 
(r=0.310, p=0.001), providing evidence to suggest that those study participants with 
more severe levels o f depression reported using more self-blame when coping with their 
depression.
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2. Coping Behaviour & Change in BDI-II Score following Group Therapy 
Intervention
For this analysis group participant’s change in BDI-II scores were categorised into four 
groups according to how far participants’ scores decreased using Beck et al’s (1996) 
categories o f severity o f depression. A Kruskall Wallis test showed that there was a 
statistically significant difference between the self-blame subscale score o f the Short-Form 
COPE across the 4 groups (y2 (3, N=42)=10.59, p=0.014). Graph 3 provides a summary 
o f the difference in self-blame subscale scores according to change in BDI-II category 
following the intervention. The graph shows that a large number o f people who did not 
experience a change in the categorisation o f the severity o f their depression following the 
intervention achieved the maximum score on the self-blame subscale.
Graph 3: Score on Self-Blame Subscale of Short-Form COPE According to Change in 
BDI-II Classification for Group Therapy Participants
{No change N=20, Change by 1 category N=9, Change by 2 categories TiAO, Change by 3 categories
C hange in  B D I-II  
C lassification  
H  N o  Change 
E  Change by 1 category 
E3 Change by 2 categories 
0  Change by 3 categories
2 3 4 5 6 8
Score on  Self_B lam e C op in g  Subscale (R ange 2 to 8)
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3. Coping Behaviour & Self-Reported Adherence to Antidepressant M edication
Analysis o f correlations between the total MARS score and subscales o f the Short-Form 
COPE indicated that coping style was not related to self-reported adherence to 
antidepressants in the smdy sample being prescribed medication.
4. Self-Reported Adherence to Antidepressant Medication & Change in BDI-II 
Score following Group Therapy Intervention
N o relationships were found between self-reported adherence and change in severity o f 
depression following the group therapy intervention.
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D is c u s s io n
The aim o f the present study was to further the preliminary research evidence that 
suggests Leventhal’s Self Regulation Model (SRM) o f illness behaviour can provide a 
useful paradigm in which to develop our understanding o f peoples’ behef about 
depression, and to use this model to understand how they choose to cope with and 
manage this mental health problem. The findings o f the study can be summarised in 
terms o f the initial study aims:
Aim 1: To assess whether a modified version of the IPQ-R, called the Personal Models of Depression 
Questionnaire (PMDQ), provides a useful tool for measuring the cognitive and emotional representations 
of people experiencing depression
The Cronbach’s alpha values associated with each o f the subscales o f the PM DQ, with 
the exception o f the Timeline_Cjclical and ControlJTreatment subscales, provides evidence 
to suggest that the measure has good internal consistency. This means that the items 
contained within each subscale were likely to be tapping into the same concepts. The 
poor internal consistency of the Timeline_Cyclical subscale was probably due to the fact 
that the wording o f the items contained in this scale meant that they failed to assess the 
same idea that depression can vary across time. Alternatively it may be that people do 
not concepmahse depression as a condition that varies significantly across short periods 
o f time. This is supported by findings from the Lobban et al (2005) smdy who, in their 
assessment o f the reliability o f a modified version o f the IPQ-R for schizophrenia, 
adapted the timeline-cyclical items to reflect a longer time period and found this subscale to 
have a good level o f internal reliability. This suggests that further modifications to this 
subscale in the PM DQ could improve its reliability.
The control_treatment subscale had a moderate level of internal consistency, but was 
excluded from further analysis because the control_therapy and control_drugs subscales had 
higher Cronbach’s alpha values. During preliminary research using the original IPQ  with 
depressed women, Formne et al (2004) found the control)cure subscale to be the least 
reliable, therefore, the results o f the current smdy would suggest that measurement of 
control beliefs has been improved by developing separate scales to measure personal, 
therapy and dmg control beliefs. The construct validity o f the PM DQ  was also
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supported by relationships such as that between the Timeline_Acute!Chronic subscale and 
the length o f time participants had experienced depression, and the relationship between 
more positive beliefs about the effectiveness o f drug therapy in participants currently 
being prescribed an antidepressant.
The responses on the causal beliefs subscale showed that all items were endorsed as 
being possible causal factors in the onset o f depression, suggesting that modifications to 
the original IPQ-R causal items did make this subscale more appropriate for a sample 
experiencing a mental health problem. Overall, the present study has built on the 
recommendations o f the Fortune et al (2004) smdy by developing what seems to be a 
reliable and useful modified version o f the IPQ  for depression. Whilst it is recognised 
that assessment o f the sample’s personal models was based on theoretically derived 
constructs, and that it would have been useful to use a factor analysis to see which 
constmcts were generated from the data, the findings show that a modified version o f 
the revised IPQ-R can be a useful tool for assessing both cognitive and emotional 
representations and provides a useful starting point for assessing personal models o f 
depression.
Aim 2: To explore the personal models of a sample ofpeople experiencing depression
Exploration o f the smdy samples’ personal models o f depression showed that depression 
was generally perceived to be a chronic condition that resulted in negative consequences 
for the person and their life, with a significant level of negative emotion associated with 
living with this mental health problem. Participants felt that they had some 
understanding o f their depression. There tended to be a belief that one had personal 
control over depression and that psychological therapy could be effective in managing 
the condition, however, there were less positive beliefs about the effectiveness o f 
antidepressant dmgs. More positive attimdes towards psychological therapy may be a 
reflection o f the fact that participants in the smdy had opted to attend psychology 
sessions, whether on an individual or group basis.
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Consistent with previous research the most commonly endorsed item on the causal 
behefs subscale was Stress) Worry. Another commonly reported item was Thinking about 
things too much, which could be explained by the fact that study participants were sampled 
from a population who had sought a ‘talking therapy’. Family problems and upbringing 
were also frequently reported as being causal factors. These themes have arisen in other 
studies exploring the causal beliefs o f depressed people (e.g Addis et al, 1995) and 
provide further evidence for the explanatory models that people tend to hold about 
depression, at least within a Western culture.
There were logical relationships between dimensions of the PM DQ and evidence that 
there are interdependent relationships between the different beliefs. As in the physical 
health literature, severity o f the condition, in this case measured by BDI-II scores, did 
not fuUy explain the relationship between beliefs. In summary, experiencing more 
symptoms that were attributed to depression, having less o f an understanding o f the 
condition and holding the belief that depression is a chronic condition with more 
negative consequences is related to experiencing more negative emotion, such as fear, or 
anger. Positive beliefs about the effectiveness o f psychological therapy were more likely 
in people who believe depression to be short-Hved and to be associated with fewer 
negative consequences, and also with the belief that one had more personal control over 
the condition. Experiencing more symptoms and believing depression to be a chronic 
condition was related to the belief that it has more negative consequences. There were 
also logical relationships between causal beliefs and the remaining dimensions.
In terms o f the interdependence o f beliefs, believing depression to be a chronic 
condition explained why people who believed that depression had serious consequences 
tended to hold less positive behefs about the effectiveness o f psychological therapy. A 
behef that depression had negative consequences also mediated the relationship between 
experiencing more symptoms that were attributed to depression and beheving it to be a 
chronic condition. The association between the behef that depression is a chronic 
condition and experiencing more negative emotion in response to hving with depression 
was explained by experiencing a large number o f symptoms.
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These logical patterns o f relationships are consistent with those found in research 
exploring the illness representations o f people experiencing physical health problems (see 
Hagger & Orbell, 2003) and are in line with the theoretical tenants o f the SRM. The 
present findings have also built on more recent research using the SRM, for example, by 
including assessment o f the emotional representations o f depression. The analysis 
showed that emotional representations are related to a number o f beliefs, supporting the 
idea that understandings of depression are built around inter-related cognitive and 
emotional representations. Overall, the present findings provide evidence to suggest that 
the content and structure o f the representations outlined in the SRM can be used to 
understand how people make sense o f a mental health problem, such as depression. The 
findings also provide some evidence for the construct and discriminant vahdity o f the 
PM DQ and highlights the benefit o f tailoring measures to the characteristics o f the 
condition under investigation.
Finally, the results showed that participants who were experiencing more symptoms that 
they attributed to depression and more negative emotions in response to living with the 
condition, along with holding the belief that depression has a chronic thneHne and has 
more negative consequences, reported higher scores on the BDI-II, indicating that they 
had more severe levels o f depression. Due to the cross-sectional design o f the study it 
was not possible to estabhsh the direction o f these relationships. It is possible that 
experiencing more severe levels o f depression partly explains the development o f these 
beliefs, or that such beliefs exacerbate the symptoms o f depression.
Aim 3: To explore the relationship between personal models of depression and coping behaviour
Analysis o f the correlations between subscales o f the PM DQ and Short-Form COPE 
showed that there were, on average, moderate relationships between personal models o f 
depression and coping behaviour and that the likelihood these relationships were due to 
chance factors was below 1%. Despite the need for caution due to the inherent 
possibility o f making a Type I error when performing multiple correlations, the statistical 
significance o f the relationships suggests that they can be interpreted with some 
confidence.
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Overall, the belief that one has personal control over the depression tended to be 
associated with more adaptive coping strategies such as active coping and planning. It 
was also associated with less behavioural engagement, which is a positive finding given 
that behavioural activation is known to be effective in managing depression. A greater 
sense o f personal understanding o f depression was also associated with a more adaptive 
coping style, which highlights the importance o f integrating psycho-educational 
components into interventions for depression. Less helpful coping, namely behavioural 
disengagement, was related to the belief that depression is a chronic condition and that it 
is associated with more negative consequences. These types o f beliefs could be theorised 
to engender feelings o f hopelessness, which may explain why people who hold such 
beliefs are more hkely to withdraw from activity. However, due to the fact that it was 
not possible to control for the effects o f severity of depression in this analysis it is 
unclear whether the higher BDI-II scores associated with these beliefs could explain the 
relationship with behavioural disengagement, on the basis that hopelessness can be an integral 
symptom o f depression.
Analysis o f the relationships between causal beliefs and coping showed that some of 
these relationships may have been mediated by other dimensions o f the PM DQ. The 
most statistically significant findings suggested that causal beliefs that attributed 
depression to a lack o f social support were related to less use of social support, which is 
likely to be due to the lack o f availability o f this resource, and attributing depression to 
something internal to the self, such as thinking about things too much, was associated with 
self-blame. There was also a logical relationship between beheving alcohol to be causal 
in the onset o f depression and using substances as a coping strategy. These findings 
provide further support to the construct vahdity o f the causal dimension o f the PM DQ.
Even though it was not possible to estabhsh the direction o f causahty in these 
relationships due to the design o f the study, the present findings build on preliminary 
research evidence (Brown et al, 2001) that suggests personal models o f depression are, at 
least in part, related to coping behaviour. It should be noted that it is hkely that multiple 
factors determine coping in people experiencing both physical and mental health 
problems, and that cognitive and emotional representations whl not be related to ah 
coping behaviours that people use. However, the present findings are consistent with
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the SRM which theorises that beliefs influence coping and that this relationship is 
dynamic and occurs within a wider personal and social context. In conclusion, this lends 
further support to the idea that the SRM could be used to understand the coping 
behaviour o f people experiencing depression, and that information about which beliefs 
are associated with more adaptive coping strategies in terms of managing depression 
could have important implications for clinical interventions.
Aim 4: To explore the relationship between personal models of depression and i) adherence to 
antidepressant medication and ii) change in a measure of severity of depression following a group-based 
psychological intervention
The sample who had been prescribed antidepressants generally reported that they 
adhered to advice when taking their medication. It is recognised that assessment o f 
adherence was based on self-report, which may not accurately represent real behaviour, 
and that data for this outcome measure was cross-sectional so the predictive role o f 
personal models could not be confirmed. However, there was evidence to suggest that 
less adherent behaviour was performed by those people who beheved depression to be 
chronic, associated with more negative consequences and for whom hving with 
depression evoked negative emotions. More adherent behaviour was associated with 
more positive behefs about the efficacy o f treatment, whether psychological or drug 
therapy, and also with a greater sense o f personal control over depression. T his is logical 
as people are more hkely to engage in taking then medication if they beheve it to be 
effective. The relationship with personal control behefs highhghts the potential benefits 
o f building self-efficacy behefs in improving adherence to medication. The analysis also 
showed that people opting to use antidepressants beheved depression to be caused by a 
chemical imbalance in the brain, which supports previous research findings that causal behefs 
are related to preferences for treatment (i.e. Addis et al, 1995).
Analysis o f change in BDI-II scores provided evidence to suggest that the severity o f 
group participants’ depression decreased over the course o f the intervention. However, 
results showed that personal models o f depression were not related to this outcome 
measure. Participants who did not report a chnicahy significant change in severity o f 
depression were more hkely to report that they used the coping strategy self-blame. 
Although previous results showed that self blame was associated with more severe levels
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of depression, pre-group therapy BDI-II scores were not related to change in scores 
following the intervention, suggesting that the relationship between self-blame and 
progress in therapy could not be explained by the severity o f the symptoms o f 
depression.
Whilst recognising the potential role o f other factors in determining progress in therapy 
that were not considered in the current analysis, these findings have important clinical 
implications by suggesting that it may be beneficial to address feelings o f self-blame in 
interventions for depression. It is interesting that cognitive behavioural interventions 
emphasise the role o f personal thought processes in the maintenance o f depression, 
which may actually act to increase feelings o f self-blame in people experiencing this 
condition. Awareness o f the possible impact o f this theoretical model when helping 
people to understand their depression highlights the need to address feelings o f blame by 
normalising people’s experience and helping them to develop a greater sense o f self- 
efficacy.
In understanding why the present analysis showed that personal models o f depression 
were associated with self-reported adherence to medication, but not with a measure of 
progress in group therapy, it may be that adherence actually represents a form o f coping 
behaviour. This would again support the idea that personal models o f depression 
influence coping in line with the theoretical relationships outlined in the SRM. Whilst 
results showed that style of coping was related to progress in therapy, they did not 
support the idea that beliefs about depression were having an impact on this relationship. 
It was therefore not possible to gather any preliminary evidence to suggest that beliefs 
impact on outcome via the implementation o f coping behaviours, as suggested in the 
SRM.
Finally, although the present analysis did not find beliefs about depression to be related 
to the outcome ‘progress in therapy’, it is possible that they may impact on other factors 
not measured in the study. In the physical health literature illness representations have 
been found to be related to social and role functioning and quality of life (see Hagger & 
Orbell, 2003). A useful extension to this study would therefore be to assess whether 
personal models o f depression are related to these variables using a longitudinal design.
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This would be an important area for future research as the predictive value o f  the SRM 
has not previously been tested in people experiencing a mental health problem and 
warrants further attention given the preliminary findings o f this study.
Implications of Research in this Area for Chnical Practice
Using evidence from the present study, it could be hypothesised that cognitive and 
emotional representations o f depression will impact on progress in therapy via the 
influence that these cognitions have on the coping strategies people choose to adopt. It 
is possible that awareness of the individual beliefs held by clients could actually improve 
therapy outcomes on the basis that beliefs are more amenable to change. The results o f 
the study show that beliefs about depression are related to a number o f both potentially 
adaptive and maladaptive coping strategies, including adherence to antidepressant 
medication. Together these findings suggest that information about personal models 
could be used to predict which clients are more likely to engage in unhelpful coping 
strategies. In addition, information about the types o f beliefs that are associated with 
more adaptive coping behaviour, such as increased feelings o f personal control and a 
greater understanding o f depression, as well as information about coping styles that are 
unhelpful, such as self-blame, could be integrated into interventions for depression. The 
association between severity o f depression and personal models also suggests that 
interventions aimed at modifying behefs about depression could have a direct impact on 
the management o f depression.
Addressing behefs about depression and helping chents to develop more adaptive coping 
behaviours are modes o f intervention that are consistent with cognitive behavioural 
therapy (CBT), the treatment o f choice for depression (NICE, 2004). In fact, the 
theoretical relationships outlined in the SRM are consistent with the theoretical basis o f 
CBT interventions for mood disorders, that is behefs influence feehngs and behaviour. 
Petrie & Weinman (1997) therefore recommend that interventions aimed at changing 
illness representations should be based on cognitive-behavioural techniques. In practice 
services providing interventions for depression could integrate assessment and 
modification o f personal models and coping behaviour into their cognitive-behavioural 
treatment plans, whether to aid the development o f individuahsed formulations for 
chents or to inform manual-based group therapy programmes.
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Evidence from the physical health literature demonstrates that tailoring interventions to 
address the personal models o f individuals can improve disease self-management. 
Goodman et al (2005) conducted a study to see whether the effectiveness o f a cognitive 
behavioural intervention for people experiencing the condition systemic lupus 
erythematosus would be improved by including an iUness representations change 
component. Comparison of the experimental intervention with standard care showed 
that the intervention did change treatment control and emotional representations and 
that perceived stress was reduced. The study sample size was small, and participants self 
selected to take part in the intervention. As such the results are presented as tentative 
with recommendations to perform randomised controlled trials to formally evaluate the 
effectiveness o f addressing dlness representations in improving health outcomes.
O ther smdies have found more promising findings, for example Pimm et al (1994) found 
an intervention to address illness beliefs was effective in reducing pain and increasing 
functional abihty in patients with arthritis. In addition, Petrie et al (2002) used a 
randomised controlled trial to assess the effectiveness o f an intervention to address the 
illness representations o f people who had experienced a myocardial infarction and found 
those in the experimental group returned to work faster. This preliminary evidence 
suggests that interventions aimed at addressing the personal models o f people with 
physical health problems could be a beneficial addition to treatment. Based on the 
findings o f the present study, it would be useful to consider using such interventions 
with people experiencing mental health problems. For example, analysis o f relationships 
between beliefs showed that more negative perceptions of depression evoked more 
negative emotion. These emotions could compound the symptoms o f depression, which 
suggests that working with a client to understand the meaning o f their experiences o f 
living with a mental health problem could help to alleviate the symptoms o f depression.
The present study found evidence to suggest that representations o f depression are 
related to beliefs about the effectiveness o f different forms o f treatment, and also to 
preferences for treatment. Assessing client’s personal models o f depression could 
therefore have clinical value in understanding client’s preferences for treatment and 
satisfaction with care. Evidence suggests that it is important that therapist and chent 
reach a mutually agreed model o f explanation for mental health problems. In a study
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looking at people’s preferences for counselling and beliefs about its effectiveness, 
Atkinson et al (1991) found that the similarities between the causal beliefs o f clients and 
their counsellors were predictive o f ratings o f counsellor credibility and satisfaction with 
counselling. The finding o f this smdy, along with the larger body o f evidence that links 
causal models o f depression with help-seeking behaviour (e.g Karasz et al, 2003 & Addis 
& Carpenter, 1999) emphasise that representations o f mental health problems can have 
an impact on treatment choices and that there is potential clinical value in assessing 
personal models when developing treatment plans.
In summary, understanding a mental health problem such as depression using the SRM 
could have important benefits for the development o f services for these chents. By 
improving adherence and the effectiveness o f interventions, services could not only 
increase the quaUty o f hie o f chents attending mental health services, but also reduce 
costs associated with managing people with depression by tailoring care to their 
individual needs.
Strengths & Limitations of the Study
The present smdy has built on the smaU body o f preliminary research evidence that has 
attempted to apply the SRM to understanding mental health problems. In the area of 
depression this is the first smdy to draw data from a larger, potentiahy more 
representative, sample o f depressed people, and is the first attempt to integrate a 
longimdinal foUow-up in the design to assess the predictive value o f the SRM as apphed 
to depression. The present smdy is also the first to utihse a modified version o f the 
revised IPQ to assess the beliefs o f people experiencing depression. In recognising the 
limitations o f the smdy it should be noted that the aims were exploratory and that 
interpretation o f at least some o f the findings requires caution due to the increased 
probability o f performing a Type I error, however, there were some highly statistically 
significant findings which provide interesting findings for both research and clinical 
practice. Interpretation o f the results has also been limited by the fact that the main 
proportion o f data collected in the smdy was cross-sectional. As such a number o f 
hypotheses are raised about the nature o f the relationships found due to the inability to 
determine directions o f causality.
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In terms o f the smdy sample, data was not collected about the characteristics o f those 
clients who chose not to take part in the research. Due to the nature o f the symptoms of 
depression one might hypothesise that people with more severe levels o f depression 
would not take part in the smdy, however, analysis of the BDI-II scores at time 1 
showed that the sample was experiencing a range of severity o f depression. It was also 
interesting that fewer participants were recruited from clients attending individual 
therapy sessions and the response rate was lower than that from the group therapy 
clients. This may be a reflection o f the fact that clients attending individual therapy 
sessions are more severely depressed and that therapists were more reluctant to approach 
their clients about the research due to the impact this may have on their therapeutic 
relationship. Clients attending group therapy sessions were routinely asked to complete 
measures and may therefore have regarded completing the research questionnaire as less 
burdensome. Although interpreted with caution, a comparison of the demographics of 
participants indicated that there were no statistically significant differences between these 
sub-samples, suggesting that differences in the response rates did not impact on the 
homogeneity o f the final sample.
Despite achieving a potentially more representative sample compared to previous 
smdies, it is recognised that the generalisability o f the findings from this smdy are still 
limited. There were very few participants from diverse ethnic and cultural backgrounds 
and as with all questionnaire smdies there is the potential for responders to differ from 
non-responders on factors that are important to the smdy, for example, responders may 
have been more motivated to adhere to treatment. The sample also represents a group 
o f people with depression who had opted to attend primary care psychology and 
counselling services. The severity o f depression experienced by this subgroup o f people 
may differ from other populations o f people experiencing depression, for example, those 
not in contact with services, or those managed in secondary or tertiary mental health 
services. In addition, the current smdy sample had preferences for treatment that 
included psychological therapy. Both these factors suggest that the personal models o f 
depression held by people in the smdy sample may differ significantly from those held by 
other subgroups o f people experiencing this mental health problem. In Ught o f the 
limited generalisability o f the present results, further research aimed at exploring whether 
personal models o f depression vary across subgroups o f this population is essential.
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Finally, the usefulness o f the SRM is dependent on the ability o f the model to predict 
coping and health related outcomes on the basis o f understanding peoples’ cognitive and 
emotional representations, however, in practice this is extremely difficult to assess. 
Given the dynamic nature o f the relationships outlined in the model, one would expect 
personal models to not only vary across individuals, but to also vary over time as the 
individual’s experience of their condition changes and evolves. In addition, there are 
multiple variables contained within the SRM that interact in their effects. In order to 
fuUy explore and test the theoretical basis o f the SRM one would need to employ 
extremely complex and lengthy research designs.
Future Directions for Research
In addition to suggestions for further research outlined in the discussion, it is noted that 
a key aspect for all future research using the SRM is to use longitudinal designs to assess 
the relationships outlined in the model. This is important as the majority o f empirical 
evidence regarding the utility o f the model is based on associations. Although the 
present study design did incorporate a longitudinal foUow-up of a subset o f the sample, it 
would be beneficial to build on the present evidence by assessing whether personal 
models predict the effectiveness o f psychological interventions in a larger sample. This 
could be achieved by assessing the impact o f interventions aimed at altering personal 
models on factors such as change in severity of depression, drop-out rates from therapy 
and adherence to homework and self-care advice. In addition, the components and 
structure o f personal models and the representations that best predict outcomes wUl vary 
across conditions and it would be interesting to extend the research to testing the 
predictive value o f the SRM in understanding other mental health problems. Preliminary 
research in this area has already been developed.
There is also a need to understand the antecedents o f personal models o f depression to 
inform interventions aimed at modifying these beliefs. Important individual differences 
may include ethnicity, cultural background, socio-economic status and personahty. For 
example, there is evidence that personahty factors such as emotional stabiUty and 
conscientiousness impact on self-care indirectly through representations o f diabetes 
(Skinner et al, 2002). In addition, Karasz (2004) found cultural differences in the
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conceptual models o f depression o f White Europeans and South Asians in America. 
Awareness o f and sensitivity to differences in personal models o f depression is essential 
for clinical practice and should form a priority for those researchers contributing to the 
evidence base about depression. Other factors that could predict outcomes in 
depression should also be included in studies, so that the relative importance o f these 
factors and personal models in determining outcomes in depression can be estabhshed.
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C o n c l u s io n
The results o f the present study provide further research evidence to suggest that the 
SRM could be a useful paradigm in which to understand the personal models o f people 
experiencing depression and that there is evidence to suggest that the PM DQ is a useful 
tool for assessing these beliefs. In addition, it has provided preliminary evidence that 
behefs about depression are related to coping behaviour and adherence to antidepressant 
medication. In terms o f the chnical imphcations o f these findings the results suggest that 
the effectiveness o f cognitive behavioural interventions could be improved by not only 
addressing biases in thinking about the self world and others, but also by working at the 
level o f addressing personal thoughts and feehngs about the experience o f hving with 
depression and the impact this has on coping style and maintaining the symptoms o f 
depression.
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Appendix 1: Illness Perception Questionnaire -  Revised (IPQ-R)
ILLNESS PERCEPTION QUESTIONNAIRE (IPQ-R)
Name..............................
Date...............................
YOUR VIEWS ABOUT YOUR ILLNESS
i have experienced this
symptom since mv i l ln e s s ■ Ills symptom is related in
my dines
Pain
Yes No
Sore I hroal -------------- Yes No
No Y MSNausea V'es NoNo ------------- Y'esilrealhlessness Y'es NoNo __ _____ ------------ - YesWeight Loss Yes NoN o ________ ________  Yesfatigue Yes NoNo -------------Y'esStiff Joints Y'es NoNo
Sore Eyes Y'es
------------ - Y es No
No
Wlieeziness Y'es
------------ - Y'es No
No ------- Y'esHeadaches NoY'es No ------------YesLpset Stomach Y'es
No
No ----------- YesSleep Difficulties Y'es
No
No Y'esDizziness Y'es
No
No Y'esLoss o f Strength Y'es No
No
_______. Y'es No
<■-"-<"» s , . , , . , . , ,    .......
VIEWS ABOUT YOUR ILLNESS f '
iviy illness will last a shorl time----------------- ----- --------------
My illness is likely lo be perm anent ra ther 
m an tem porary
My illness will last for a long time 
This illness will pass quickly
SK IH IK N  
AtiR F.K  NOK mSAOHKF
STRO\t;|,v
A tiR K K
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'^lEWS ABCnrFYOllR ILLNESS i i i s \ ( ; k f i NUriltK ,
'( .K K k  N o n  
l)ISA (,M K I \ < ; r k i-
!>1y illness does not have much effect
life  " "m y
^*ÿ»i>«?^tn)ngly aTfccts the way o th ersl
My illness has serious financial c o n s e n u ^
My Illness causes d ifn c u lf i iT fh ^ T ii l i iT itr e  
close to me
I here is a lot which I can do to control
symptoms
w hat I do can determine whether my illness
gets better or worse
The course of my illness depends on me
Nothing I do will affect my illness
I have the power to induence my illness
My actions will have no affect on the outcome 
ol my illness
My illness will improve in time
There is very little that can be done to 
improve my illness
My treatm ent will be effective 
illness in curing my
I he negative effects of my illness can be 
ii.:: ^^I'CYcnted (avoided) by my treatment
My treatm ent can control my illness
There is nothing which can help mv condition
The symptoms of my condition arc puzzling to
My illness is a mystery to me
I don’t understand my illness
My illness doesn’t make anyy sense to me
I ha ve a clear picture or understanding of my 
condition
he symptoms ol my illness change ag réâ t 
deal from dav to day
My symptoms come and go in cycles
My illness is yery unpredictable
I go through cycles in which my illness gets 
"letter and worse.
I get depressed when I think about my illness
When I think about my illness I get upset
My illness makes me feel angry
My illness does not worry
Having this illness makes me feel anxious
My illness makes me feel afraid
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CAU SES O F MY ILLNESS
POSSIBLE CAUSES
Stress or worry
Hereditary - it runs in my family
Diet or eating habits 
Chance or bad luck
Poor medical care in my past
Pollution in the environment
My own behaviour
My mental attitude e.g. thinking about life 
negatively
fam ily problems o r worries caused 
illness
Overwork
My emotional s t a t e l i ^ P n g  down, lonely; 
anxious, emptv______
Ageing
Alcohol
Smoking
Accident or injury 
My personality
Altered immunity
smoN(;i.v
OISAIlRKt; S m i l K R  
A O R I K N O R 
n iS A O R K E
s i R O s r a  A 
\< ; r i :i :
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Wrythe Lane 
Carshalton 
Surrey 
SM5 1AA
Telephone; 020 8296 3525 
Facsimile: 020 8296 3525
Dear Mrs White 
Full title of study:
REG reference number:
Committee. ^  ^°'Ordinator has considered the further information on behalf o f the 
Confirmation of ethical opinion
Conditions of approval
se. ou. in .he
Approved documents
documen.» reviewed end appmved by me Commidee is as toiiows-
r)rtni __
Application Version
jôyiitigitoFçvçhiri^^ -------- 20 July 2005
(None Specified)
Protocol (None Specifier!^
Summary/Synopsis (None SpecifiPrti
Copy of Questionnaire None Soecifiern
P§rticipant Consent Form 11 July 20057 T : ------------------------------------------------- r r r , , „
11 July 2005
09 August 2005
An advison, comminea ,o  South W on London S.ratogit
Health Authority
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05/Q0806/77
Management approval
The study should not commence at any NHS site until the local Principal Investigator has 
obtained final management approval from the R&D Department for the relevant NHS care 
organisation.
Membership of the Committee
The members of the Ethics Committee who were present at the meeting are listed on the 
attached sheet.
Notification of other bodies
The Committee Administrator will notify the research sponsor and the R&D Department for 
NHS care organisation that the study has a favourable ethical opinion.
Statement of compliance
The Cornnmttee is constituted in accordance with the Governance Arrangements for 
Research Ethics Committees (July 2001) and complies fully with the Standard Operating 
Procedures for Research Ethics Committees in the UK
05/Q0806/77_____________ Please quote this number on all correspondence
With the Committee’s best wishes for the success of this project. 
Yours sincerely
Dr Hervey Wilcox 
Committee Chair
Email: sheree.leehane@epsom-sthelier.nhs.uk
Enclosures:
Standard approval conditions
C c -  Tricia Ellis -  Kingston PCT Research Governance Lead
An advisory com m ittee to  South West London Strategic Health Authority
Page 2
Patient Information Sheet 2 (None Specified)
Leventhal's Self Regulation Model of Illness Behaviour 1 ÂNone Specified)Indemnity Arrangements 1 01 Sep tem ber  
2004
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Appendix 3: R&D Approval Letters from Mental Health & Primary Care NHS Trusts
Terms and conditions o f Approval
South West London and St.George's
Mental Health NHS Trust
NHS
Research and Development
Charlotte White Director: Dr Mohammed Abou-Saleh
40 Clewer Hill Road h u n t e r  wing
Windsor c r a n m e r  t e r r a c e
B e rk sh ire  LONDON SW 17 ORE
SL4 4BW R&D Co-ordinator: Ms Enitan Eboda
Email: eeboda@sgul.ac.uk
Direct Line: 020 8725 3463/5718
16 September 2005 020 8725 3538
Dear Charlotte,
Research Title: Personal m od els o f depression: can w e u se  the S e lf Regulation
Model to predict coping and adherence to treatm ent in people  
experiencing d ep ression ?
Project ID: PF259
Following various discussions your project has now been approved. This letter ensures 
that you and the researchers holding a Trust/NHS contract are indemnified by the Trust 
under DoH HSG (96) 48 (only for non com m ercial research). Under your contract of 
employment you are required to adhere to the Research Governance Framework and 
Trust research monitoring procedures.
In addition to ensuring that the dignity, safety and well-being of participants are given 
priority at all times by the research team, you need to ensure the following:
•  Patient contact: Only trained or supervised researchers holding a Trust/NHS contract 
(honorary or full) are allowed to make contact with patients.
•  Informed consent: is obtained by the lead or trained researcher according to the
requirements of the ethics committee. The original signed consent form should be kept 
on file. Informed consent will be monitored by the Trust at intervals and you will be 
required to provide relevant information.
•  Data Protection: All data involving patient data will remain anonymised, where 
possible, and held on protected system s so  as not to compromise the Data Protection 
Act.
•  Adverse even ts reporting: Adverse events or suspected misconduct must be
reported to the R & D department, in conjunction with the Ethics committee.
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Terms and conditions o f Approval
•  Annual review: An annual review form will be sent to you, which you will be required 
to complete and return to the R & D Department.
•  C losure Form: On completion of your project a closure form will be sent to you 
(according to the end date specified on the R & D  database), which n eed s to be 
returned to the R & D  Department.
•  Publications: Any publications will need to be reported to the R & D Department. This
is vital in ensuring the quality and output of the research for your project and the Trust 
as a whole.
The R & D  Department n eeds to be informed of any changes to the protocol such as  
patient recruitment, funding, etc. If any major changes are m ade to the protocol then this 
would need to go to the R & D Committee.
If you have any queries regarding the above points p lease contact Enitan Eboda R&D 
Co-ordinator on 020 8725 3463 (St. George's), e-mail: eeboda@ saul.ac.uk.
Yours sincerely.
Dr. Mohammed Abou-Saleh 
Chairman
R esearch & D evelopm ent Com m ittee.
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Charlotte White 
40, Clewer Hill Road 
Windsor, Berkshire 
SL4 4BW
17*^  August 2005
K ingston
Primary Care Trust 
Directorate of Quality & Assurance 
Hollyfield House, 22 Hoilyfield Road 
Surbiton, Surrey 
KT5 9AL 
Tel: 020 8339 8000
Our ref: KPCT2005/17
Research Project Approval Letter
Project title: Personal models of depression: Can we use the self regulation model to 
predict coping and adherence in people experiencing depression?
Decision: Tick relevant boxfsl
The Kingston Primary Care Trust (KPCT) R&D Lead has agreed that:
The research may proceed as described. ^
Conditions/Comments
1. W e expect to receive a copy and a summary of the final dissertation/report
2. As South W est London & St. G eorge’s  Mental Health Trust m anages the 
clinical psychology service at Acre Road, the R&D Department at this Trust 
must give you approval a s  the host Trust.
Good luck. If you require any further assistance, o lease contact Maooie EHiott 
R&D Manager on telephone: 020 8339 8111 o T  email-
maggie.elliott@kDct.nhs.uk
Yours sincerely.
I\a Qa^^S^
p.p. Paula Head, Director of Quality & Assurance
Feb. 2005, TrustApprovalLetter
Major Research Project: Appendices 201
Appendix 4: Approval Letter from University Ethics Committee
UniS
12 October 2005 Committee
Mrs Charlotte White 
40 Clewer Hill Road 
WINDSOR
Berks SL4 4BW
Dear Mrs White
z z x
Date of confirmation of ethical opinion: 12 October 2005
Z ce^ u rïlsZ foT low î:-’'®'''"*®'’ CommMee under ite Fast Track
Document Type: Application 
Dated: 19/09/05 
Received: 28/09/05
O ccident Type: Approval Letter from the London-Surrey Borders REC 
DstGOi 11/08/05 
Received: 28/09/05
Document Type: A Copy of the NHS Application form 
Version: 4.1 
Dated: 20/07/05 
Received; 28/09/05
Document Type: Research Proposal 
Received: 28/09/05
Document Type: Information Sheet 
Received: 28/09/05
Document Type: Consent Form 
Received: 28/09/05
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Document Type: Questionnaire Booklet 
Received: 28/09/05
^ u fd e tZ o fS in g  fnd R esZ Z '" ®  Ethical
“ d w k h Z o n l , Z 2 d % r l Z Z
Please inform me when the research has been completed.
Yours sincerely /
Catherine Ash bee (Mrs)
Secretary, University Ethics Committee 
Registry
cc: Professor T Desombre, Chairman, Ethics Committee 
Dr V Senior, Supervisor, Department of Psychology
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Appendix S: Approval of Amendment Letter from Local Research Ethics Committee
NHS
London - Surrey Borders Research Ethics Committee
St Helier Hospital 
1“  Floor, G Block 
Wrythe Lane 
Carshalton 
Surrey 
SM 51AA
Telephone: 020 8296 3525 
Facsimile: 020 8296 3525
Email: hheie_e_ieehan^ej@ippsom
30 March 2006
Mrs Charlotte White 
40 Clewer Hill Road 
Windsor 
Berkshire 
SL4 4BW
Dear Mrs White
REC reference: 05/Q0806/77
Amendment number: 1 
Amendment date: 06.03.06
Sub-Comminee of me Research
Ethical opinion 
Approved documents
The documents reviewed and approved at the meeting were:
• Notice of Substantial Amendment, 06 March 2006 
Research governance approval
An advisory w m nrlaee ,o  Sooth Wort London Strategic Health Authority
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Statement of compliance
The Committee is constituted in accordance with the Governance Arrangements for 
Research Ethics Committees (July 2001) and complies fully with the Standard Operating 
Procedures for Research Ethics Committees in the UK.
05/Q0806/77:_________Please quote this number on all correspondence
Yours sincerely
I
Sheree Leehane 
Committee Co-ordinator
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Appendix 6: R&D Approval of Amendment Letters from Mental Health & Primarv Care 
NHS Trusts
Terms and conditions o f Approval
South West London and St.George's
Mental Health NHS Trust
Research and Development
Charlotte White M oham m ed Abou-Saleh
4 0  Clewer Hill Road h u n t e r  w in g
Windsor c r a n m e r  t e r r a c e
B erkshire LONDON SW 17 ORE
SL4 4BW R&D Co-ordinator: Ms Enitan Eboda
Email: eeboda@sgul.ac.uk
27 March 2006
Dear Charlotte,
Direct Line: 020  8725  3463/5718
Fax: 020 87 2 5  3538
Research Title: Personal models of depression: can we use the Self Regulation
Model to predict coping and adherence to treatment in people 
experiencing depression?
Project ID: PF259 - extension
Thank you for your letter of 7*" March, in which you outlined the above extension to your 
previously approved proposal (ref. PF259).
I can confirm that I do not have any objections to the extension to your study, since you 
have gone through the correct channels to seek approval from the relevant body. You may 
therefore accept this letter as official notification, on behalf of the R&D Committee, that the 
amendment has been accepted and the terms of R&D approval originally stated in mv 
letter of 16 September 2005 still apply.
If you have any further queries regarding the above, please contact Enitan Eboda, R&D 
Co-ordinator on 020 8725 3463 (St. George's), e-mail: eeboda@ sahms.ac.uk.
Yours sincerely,
Dr Mohammed Abou-Saleh 
Chairman
Research & Development Committee.
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Richmond and Twickenham
Primary Care Trust
Thames House 
1^ 1181.11: HEAU K 180 High Street
G - » . .  Teddington
j K-., ,Aijt) TW118HU
0208 973 3080
Charlotte White 
Clinical Psychology Student 
University of Surrey 
Department of Psychology 
University of Surrey 
Guildford 
Surrey GU7
8‘^  May 2006
Our Ref: RT2006/8
Dear Charlotte White,
Personal models of depression: can we use the self-regulation model to predict 
coping and adherence in people experiencing depression?
Thank-you for your letter regarding your study to carry out the above research project 
at the Adult Psychology & Counselling Service based at Barnes Hospital. As patients 
of this PCT may be involved, we have reviewed the study and have no objections to 
it taking place, subject to the conditions in the attached letter. However, patients will 
be under the care of the South West London and St. George's Mental Health Trust 
so you should ensure that you work according to their conditions and requirements.
If, in the course of this study, you encounter any unexpected adverse event such as 
a health and safety problem, this should be reported in the first instance to the PCTs’ 
Risk Manager, Syed Hussain, at the above address who will inform you of the 
procedures to follow.
We wish you well with your study. If you require any further assistance please 
contact me at the above address. Please include your PCT reference number in any 
correspondence ^
Yours sincerely
Marilyn Plani 
Medical Director
Sector research website: www.swlondonPC l siv'somcli iilivi nk
Appendix 7: Participant Instruction Sheet
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University of Surrey
Personal Models of Depression Study
Instructions
Thank-you very much for showing an interest in taking part in this 
research project. The following are instructions about how to take 
part;
1. Before deciding whether to complete the questionnaire
please read the information sheet enclosed in this research 
pack
2. If you are happy to take part in the study please sign both 
consent forms enclosed in the research pack
3. Complete the questionnaire
4 Place one copy of your consent form and your com Dieted 
questionnaire in the envelope provided and seal it
5. Return the envelope to your psychologist/group lead at your 
next session or directly to the researcher by placing it in the 
post -  the envelope is already addressed and does not 
require a stamp.
6. Please keep the information sheet and one copy of your 
consent form for your own records
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Appendix 8: Study Information Sheet
University of Surrey
University of Surrey 
PsychD in Clinical Psychology
INFORMATION SHEET
°=P:^ssion: Can we predict coping and adherence to treatment in 
peopie experiencing depression by understanding their thoughts and feeiings about
their depression?
You are being Invited to take part In a research  study. Before you d ecid e  It Is 
important for you to understand why the research  Is being undertaken and what It
r ® u® *'P® *he following Information carefully and d iscu ss  
I with others if you wish. Ask u s If there Is anything that Is not clear or If you would  
information. Take your tim e to d ecid e w hether or not you w ish to take
Thank you for reading this information sh e e t
1. W hat is  th e  p u r p o se  o f  th e  s tu d y ?
R esearch ers in the area of health psychology have found that the w ay p eop le  try to 
understand physical illness w hen they b eco m e unwell can influence how  they co p e  
with their condition and w hether they adhere to recom m ended treatm ent Thev  
h ave d iscovered  that people m ake s e n s e  of threats to their health using the  
ollowing five dim ensions, or typ es of beliefs:
Identity: the sym ptom s of their illness 
Timeline: how long they think the illness will last 
C a u ses, what they think h as ca u sed  them  to b ecom e unwell 
C on seq u en ces: the impact that being ill has on their life
illness^°^*'^°^^^^'^^ ability for certain behaviours/treatm ents to m a n a g e their
All th e se  beliefs together form a ‘personal m odel’ of their illness 
The purpose of the current study is to try to understand w hether p eop le  
experiencing depression  m ake s e n s e  of their mental health problem using the  
sa m e  five types of beliefs that have b een  identified in research looking at p eop le  
physical health problems. In addition, the aim will b e to s e e  
w hether th e se  beliefs predict how  peop le co p e  with their dep ression  and how  thev  
b ^ a v e  in term s of the treatm ents that have b een  recom m ended to them  by their 
G P and psychologist.
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2. Why have I been chosen?
You have b een  ch o sen  to take part in this study b eca u se  you are currently 
attending the Primary Care P sychology Service in Kingston for either individual or 
group therapy to help you with low m ood or depression .
3. Do I have to take part?
It is up to you to d ecid e w hether or not to take part. If you do d ecid e to take part 
you will be given this information sh e e t  to keep  and be ask ed  to sign  a con sen t 
form. If you decid e to take part you are still free to withdraw at any tim e and without 
giving a reason. A decision to withdraw at any time, or a decision  not to take part, 
will not affect the standard of care you receive.
4. What will happen to me if I take part?
If you d ecid e to take part in the study you will be ask ed  to com plete a questionnaire  
booklet that contains several questionnaires asking you about:
•  Your background information
•  Your exp erience of having d epression
•  Your thoughts and feelin gs about your depression , for exam ple what you  
think ca u sed  it, how it affects your life.
•  How you co p e  with having d epression
•  T he type of sym ptom s you exp erience
•  Your medication taking behaviour if you are currently being prescribed an  
anti- depressant
5. What do I have to do?
You will be ask ed  to com plete the questionnaire booklet and sign  a co n sen t form 
and return th e se  item s in a sea led  en velop e to your psychologist/group lead or 
directly to the researcher. The en velop e will be included in your research  pack and  
will already have the ad dress of the researcher written on it and a stam p attached.
This will be the end of your direct involvem ent in the study. Later on the researcher  
will ask  your psychologist/group lead for information about how you have  
progressed  in your s e s s io n s  using sco r es  from a questionnaire that your 
psychologist/group lead routinely g ives to their clients. You will b e ask ed  to 
indicate whether you are happy for this information to be collected  on the co n sen t  
form that you sign. It is perfectly accep tab le for you to d ecid e that you do not want 
this information to be collected  by the researcher, even  if you d ecid e to com plete  
the questionnaire.
6. What are the possible disadvantages and risks of taking part?
There are no risks a ssoc ia ted  with taking part in this study. You will be  
inconvenienced  in term s of the time it will take you to com plete the questionnaire, 
which should take approximately 35  m inutes to fill out. It is possib le that you m ay  
find so m e  q uestions difficult to think about a s  they ask  you to reflect on your 
exp erience of having depression . If you find that com pleting the questionnaire  
ra ises so m e  issu e s  for you then you are encouraged  to talk to your 
psychologist/group lead about them  within your se s s io n  time. Alternatively, you can  
talk to the researcher using the contact details at the end of this sh eet.
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7. What are the possible benefits of taking part?
In the longer term, the findings of the research  could provide professionals, su ch  a s  
psychologists, with very valuable information about the type of beliefs p eop le hold 
about their depression  and how this affects their coping behaviour and ad heren ce  
to treatment. This in turn could help serv ices  providing psychological support to 
peop le with d epression  to be m ore aw are of the factors that prevent p eop le coping  
su ccessfu lly  with their depression  and to u se  this information to improve serv ice  
delivery.
8. Will my taking part in this study be kept confidential?
All information that is collected  about you during the course of the research  will be  
kept strictly confidential and will not be a c c e s s e d  by your psychologist/group lead. 
Your nam e will not appear on your questionnaire, but will be replaced by a unique 
identification number.
If you indicate on your con sen t form that it is ok for follow-up information to be  
collected  about you, the psychologist/group lead will be told that you h ave taken  
part in the study and asked  to provide this information, which is routinely collected  
by the service.
All the data collected will be stored on an electronic database, however, only your 
unique identification number and not your nam e will be recorded. Your co n sen t  
form will be stored securely at the University of Surrey and o n ce  the research  is 
com plete your questionnaires will a lso  be stored there. This data will be kept for 
five years and then destroyed.
9. Who is organising and funding the research?
T he research  is being funded by the University of Surrey. T he researcher is a  
clinical psychologist in training who is conducting the study a s  part of their 3-year  
doctoral course. The researcher is being supervised  by a m em ber of the clinical 
psychology cou rse team  who is very experienced  in the planning and execution  of 
psychological research.
10. What wiil happen to the resuits of the research study?
T he results of the study will be u sed  to write up a th esis  that will be subm itted to the  
University of Surrey a s  part of the researcher’s  training in clinical psychology. A 
copy of the th esis  will be kept in the University library.
It is anticipated that the research write-up will be submitted for publication in a  p eer  
review ed journal. P lea se  note that in no circum stances will the writing up of the  
research  allow individual participant’s  information to be identified.
11. Who has reviewed the study?
T he study h as been  reviewed by the Clinical Psychology Team  at the University of 
Surrey, the London-Surrey Borders NHS R esearch  Ethics Com m ittee, and the  
R esearch  Department at Kingston Primary Care NHS Trust.
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12. Contact for Further Information
If you would like any further information about the study p lea se  consult your 
psychologist/group lead or contact the researcher by leaving a m e ssa g e , including 
your te leph on e number, with Mrs Charlotte King, C ourse Administrator, PsychD  
Clinical P sychology  on 01483  6 8 9441 . M e ssa g es  can be left b etw een 'l 0am  and  
4pm , Monday to Friday. Alternatively you can e-mail the researcher at 
charlotte.w hite33@ btinternet.com .
Thank-you very much for expressing an interest in taking part in this study. 
Your decision to take part in the research will be greatly valued and
appreciated.
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Appendix 9: Study Consent Form
University of Surrey
CONSENT FORM
Personal Models of Depression; Can we predict coping & adherence to treatment in 
people experiencing depression by understanding their thoughts and feelings about
their depression?
Researcher: Charlotte White, Trainee Clinical Psychologist, University of
Surrey
Please initial box
1 .1 confirm that I have read and understand the information sheet dated 9*^  August 2005 ,— ,
(version 2) for the above study and have had the opportunity to ask questions. |___ |
2. I understand that my participation is voluntary and that I am free to withdraw at any I— I
time, without giving any reason, without my care or legal rights being affected. I I
3. I understand that information about my progress in the psychological I  I
therapy sessions I attend will be collected by the researcher. I give permission for this -----
individual to have access to this information.
4. I agree to take part in the above study. □
Name of Client Date Signature
Researcher Date Signature
1 for participant; 1 for researcher
If you would like to receive a one-page summary of the research findings on 
completion of the project please tick this box
□
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Appendix 10: Study Questionnaire Booklet
S
University of Surrey
University of Surrey 
PsychD in Clinical Psychology
Personal Models of Depression
Study
Questionnaire Booklet
Please answer the following questions contained in this booklet as 
accurately as possible. Your answers will remain completely 
confidential.
Please remember that you are under no obligation to complete this 
questionnaire and that you are free to withdraw from the study at 
any time.
It should take approximately 35 minutes to complete all the 
questions.
Participant Identification Number:
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Background Information
H ow  old  a re  y o u ? y e a r s
A re y o u  m a le  or fe m a le ?  
Please circle
m a le  /  fe m a le
W h at is  you r e th n ic  g rou p ?
Please circle the appropriate description
W hite 1 British
2  Irish
3  O ther please state
M ixed 1 W h ite & B lack  C a r ib b ea n
2  W h ite & B lack  A frican
3  W h ite & A sia n
A sia n  or A s ia n  British 1 Indian
2  P ak istan i
3  B a n g la d esh i
4  O ther please state
B lack  or B lack  British 1 C arib b ean
2  A frican
3  O th er please state
C h in e s e  or C h in e s e  British 1 C h in e s e
A n y  o th er  e th n ic  group Please state
For a p p ro x im a te ly  h o w  long h a v e  y o u  b e e n  
e x p e r ie n c in g  d e p r e s s io n ?
y e a r s  m o n th s
H a v e  y o u  e v e r  r e c e iv e d  p sy c h o lo g ic a l su p p o rt  
for yo u r  d e p r e s s io n  in th e  p a s t?  Please circle 
if yes, please provide brief details
y e s  /  n o
A re y o u  currently b e in g  p rescr ib ed  an  
a n tid e p r e s sa n t?  Please circle
y e s  /  n o
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Personal Models of Depression Questionnaire
1. Symptoms of Depression
L isted  b e lo w  a re  a  n u m b er o f  sy m p to m s  th at yo u  m a y  or m a y  n ot h a v e  
e x p e r ie n c e d  s in c e  yo u  b e g a n  fe e lin g  d e p r e s s e d .  
P le a s e  in d ica te  by  circling y e s  or no , w h e th er  y o u  h a v e  e x p e r ie n c e d  a n y  o f  
t h e s e  sy m p to m s , an d  w h eth er  y o u  b e lie v e  th at th e s e  sy m p to m s  a re  re la ted  to  
you r d e p r e s s io n .
Low mood
Loss of interest in aimost aii 
activities
Weight ioss or gain
increase or decrease in appetite
Probiems with sieep
Loss of energy/fatigue
Feeiing siowed down
Feeiings of restiessness
Feeiings of worthiessness
Probiems with concentration
increased thinking about death
Loss of interest in sex
Feeiings of heipiessness/despair
Increased irritability
Feeiings of guilt
Physical complaints i.e Headaches, 
muscle aches, heaviness in the limbs
1 have experienced  
this sym ptom  sin ce  
my depression  
started
y e s no
y es no
y e s no
y e s no
y es no
y e s no
y es no
y e s no
y es no
y e s no
y e s no
y e s no
y e s no
y e s no
y es no
y es no
This sym ptom  is 
related to my 
dep ression
y e s no
y e s no
y e s no
y e s no
y e s no
y e s no
y e s no
y e s no
y e s no
y e s no
y e s no
y e s no
y e s no
y e s no
y e s no
y e s no
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2. Your Personal Views about your Depression
W e  a re  in tere sted  in you r p erso n a l v ie w s  o f  h o w  y o u  s e e  yo u r current 
e x p e r ie n c e  o f  d e p r e s s io n . P le a s e  tick h o w  m u ch  y o u  a g r e e  or d is a g r e e  with  
th e  fo llow in g s ta te m e n ts  by ticking th e  ap propriate box.
Strongly
Disagree
Disagree Neither 
Agree nor 
Disagree
Agree Strongly
Agree
My dep ression  will last a short 
time
My dep ression  is likely to be  
perm anent rather than temporary
My dep ression  will last a long 
time
My dep ression  will p a ss  quickly
1 exp ect my dep ression  will be  
present for the rest of my life
My d ep ression  will improve in 
time
The sym ptom s of my depression  
ch an ge a great deal from day to 
day
My dep ression  is very 
unpredictable
1 go  through cy c les  in which my 
dep ression  g e ts  better and w orse
My dep ression  is a serious  
condition
My dep ression  h as major 
c o n se q u e n c e s  on my life
My dep ression  h as not had much  
effect on my life
My dep ression  h as strongly 
affected  the w ay others s e e  m e
My dep ression  h as serious  
financial co n seq u en ces  for m e
My dep ression  c a u se s  difficulties 
for th o se  who are c lo se  to m e
My dep ression  h as strongly 
affected  the w ay 1 s e e  m yself a s  a 
person
My d ep ression  m akes it harder for 
m e to do day to day things
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Strongly
Disagree
Disagree Neither Agree 
nor Disagree
Agree Strongly
Agree
My dep ression  h as negatively  
affected my social life
My dep ression  m ean s that 1 am  
le s s  valued a s  a person
My dep ression  m akes working 
very hard for m e
1 have lost important relationships 
a s  a result of my depression
My dep ression  h as had so m e  
positive e ffects  on my life
There is a lot which 1 can do to 
control the sym ptom s of my 
d ep ression
W hat 1 do can determ ine whether  
my dep ression  g e ts  w orse or 
better
T he cou rse of my depression  
d ep en d s on m e
Nothing 1 do will affect my 
d epression
1 have the pow er to influence my 
dep ression
My actions will have no affect on 
the outcom e of my depression
There is very little that can be 
d one to improve my depression
Psychological therapy will be 
effective in helping m e to recover 
from d epression
Taking antidepressants will be  
effective in helping m e to recover 
from my d epression
Psychological therapy will prevent 
the negative effects of my 
d epression
Taking antidepressants will 
prevent the negative effects of my 
d ep ression
Psychological therapy can control 
my dep ression
A ntidepressants can control my 
dep ression
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Strongly
Disagree
Disagree Neither Agree 
nor Disagree
Agree Strongly
Agree
There is nothing that can help my 
d epression
T he sym ptom s of my depression  
are puzzling to m e
My dep ression  is a mystery to m e
1 d on’t understand my depression
1 have a clear understanding of 
my dep ression
My dep ression  d o e s  not m ake 
any s e n s e  to m e
W hen 1 think about my depression  
1 g et upset
T he fact that 1 experience  
d ep ression  m ak es m e feel angry
My dep ression  d o e s  not worry m e
T he fact that 1 experience  
dep ression  m ak es m e feel afraid
1 feel a s e n s e  of lo ss  a s  a result of 
my dep ression
1 g et very frustrated by my 
d ep ression
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3. Possible Causes of Depression
W e  a re  in tere sted  in w h a t yo u  c o n s id e r  m a y  h a v e  b e e n  th e  cause of your 
current episode of depression. T h e re  is n o  correct a n s w e r  to  th is  q u e stio n .  
W e  a re  m o s t  in tere sted  in you r ow n  v ie w s  a b o u t w h a t c a u s e d  you r  
d e p r e s s io n , rather th an  w h a t o th e r s  includ ing d o cto r s  or fam ily  m a y  h a v e  
s u g g e s t e d  to  you .
P le a s e  in d ica te  h o w  m u ch  y o u  a g r e e  or d is a g r e e  th at th e  fo llow in g  a re  
p o s s ib le  c a u s e s  o f  your d e p r e s s io n  by  ticking th e  ap propriate b ox .
1 am  d e p r e s s e d  b e c a u s e  
o f ............................
Strongly
Disagree
Disagree Neither 
Agree nor 
Disagree
Agree Strongly
Agree
S tre ss  /  worry
C h an ce or bad luck
My family’s  behaviour
Alcohol
Family problem s
My personality
Lack of friends or people  
w ho care about m e
T he death of a loved on e
Thinking about things too  
much
Being bullied at school
It runs in my family
My own behaviour
M oney worries
Oven/vork
Taking illicit drugs
A brain abnormality / 
d am age
A chem ical im balance in the  
brain
My upbringing
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COPE
W e  a re  in tere sted  in h o w  y o u  c o p e  with you r e x p e r ie n c e  o f  h av in g  
d e p r e s s io n .
P le a s e  ca n  y o u  tell u s  w h a t y o u  g e n er a lly  d o  an d  fe e l w h e n  trying to  m a n a g e  
you r d e p r e s s io n , indicating h o w  often you use the following strategies by  
tick ing th e  ap propriate box.
1 usually 
don’t do 
this at all
1 usually 
do this a 
little bit
1 usually 
do this a 
medium 
amount
1 usually do 
this a lot
1 concentrate my efforts on doing 
som ething about the situation I'm 
in
1 take action to try to m ake the  
situation better
1 try to com e up with a strategy  
about what to do
1 think hard about what step s  to 
take
1 try to s e e  things in a different 
light, to m ake it se e m  more 
positive
1 look for som ething good  in what 
is happening
1 a ccep t the reality of the fact that 
1 am experiencing depression
1 am learning to live with it
1 m ake jok es about the situation
1 m ake fun of the situation
1 try to find comfort in my spiritual 
or religious beliefs
1 pray or m editate
1 get em otional support from 
others
1 g et comfort and understanding 
from so m eo n e
1 try to get advice or help from 
other peop le about what to do
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1 usually 
don’t do 
this at all
1 usually 
do this a 
little bit
1 usually do 
this a 
medium 
amount
1 usually 
do this a 
lot
1 have b een  getting advice and  
support from other people
1 turn to work or other activities to 
take my mind off things
1 do som ething different to try and  
think about my depression  less , 
su ch  a s  going out, reading, 
sleep in g , shopping
1 sa y  to m yself ‘this isn’t real’
1 refuse to believe that 1 am  
experiencing depression
1 sa y  things to let my unpleasant 
feelin gs e s c a p e
1 ex p ress  my negative feelings
1 u se  alcohol or other drugs to 
m ake m yself feel better
1 u se  alcohol or drugs to help m e  
g et through it
1 have b een  giving up trying to 
deal with my depression
1 have given up my attem pts to 
co p e
1 have b een  blaming m yself for 
things that have happened
1 have b een  criticising m yself
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Medication Adherence Report Scale
If you are currently being prescribed an antidepressant please complete 
the following questions.
M any p e o p le  find a  w a y  o f  u sin g  their m ed ica tio n  w h ich  su its  th em . T h is  m a y  
differ from  th e  instru ction s on  th e  lab e l or from  w h a t their d o c to r  had  sa id .  
H ere a re  s o m e  w a y s  in w h ich  s o m e  p e o p le  h a v e  sa id  th e y  u s e  their  
m e d ic in e s .
For e a c h  s ta te m e n t  p le a s e  tick th e  b o x  that b e s t  d e s c r ib e s  h o w  o ften  y o u  
h a v e  p erform ed  th e  fo llow ing b eh a v io u rs  during the past month in relation  
to  tak ing you r a n tid e p r essa n t.
N ever R arely S o m e t im e s O ften Very
O ften
1 alter the d o se  that 1 take
1 forget to take the  
m edication
1 stop  taking it for a while
1 only u se  it w hen 1 feel low
1 take le s s  than instructed
1 avoid using it if 1 can
1 u se  it only a s  a reserve, if 
other tings aren’t helping my 
d epression
1 u se  it regularly every day
You have now completed the questionnaire. 
Thank-you so much for taking the time to answer all the 
questions. Please seal your questionnaire, and one copy of 
your signed consent form, in the freepost envelope provided 
and return it to your psychologist/group lead at your next 
session or alternatively, post it back to the researcher
directly.
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Appendix 11: Summary of Study Variables
Variable Continuous Categorical Labels for Categorical Data
Age Ratio (Normally 
distributed) X X
Sex
X
Nominal 1 Male
2 Female
Ethnicity
X
Nominal 1 White British 2 White Irish 
3 White Other 4 White & Black Caribbean
5 White & Black African
6 White & Asian 7 Mixed Other 
8 Indian 9 Bangladeshi
10 Asian Other 11 Black Caribbean 
12 Black African 13 Black Other 
14 Chinese 15 Other
Time experiencing 
Depression (Months)
Ratio Nominal 1 0-12 months
2 12-24 months
3 25-60 months
4 61-120 months
5 Over 120 months
Previous Support
X
Nominal 1 No 2 Psychologist 
3 Counsellor 4 Psychiatrist 
5 Inpatient Ward 6 Multiple forms 
7 Yes, not specified
Currently Prescribed 
Antidepressant? X
Nominal 1 Yes
2 No
BDI Time 1 Ratio
(Normally
distributed)
Nominal 1 Minimal level
2 Mild level
3 Moderate level
4 Severe level
BDITime2 Ratio
(Transformed)
Nominal 1 Minimal level
2 Mild level
3 Moderate level
4 Severe level
BDI Change Ratio
(Normally
distributed)
Nominal 0 no change in category
1 change of 1 category
2 change of 2 categories
3 change of 3 categories
PMDQ Subscales Interval
(Ordinal)
1-5
X X
Short-Form COPE 
Subscales
Interval
(Ordinal)
2-8
Nominal 1 Rarely perform behaviour (2-3)
2 Sometimes perform behaviour (4-6)
3 Usually perform behaviour (7-8)
MARS Interval
(Ordinal)
8-40
Nominal 1 Adherent (8-16)
2 Not adherent (17-40)
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Appendix 12: Comparison of Sample Characteristics for the Individual Therapy & Group 
Therapy Participants
Variable Labels Individual Group Therapy 
Therapy
Age
X
N = 8 N = 59 
Mean = 46.5 Mean = 41.53 
SD = 10.27 SD = 11.61
BDI-II_Timel
X
N = 8 N =53 
Mean = 30.88 Mean = 26.26 
SD = 11.48 SD = 10.76
No. months
experiencing
depression
X
N = 7 N = 58 
Mean Rank = 34 Mean rank = 32.88
Previous
psychological
support?
None
Clinical Psychologist 
Counsellor 
Inpatient Treatment 
Multiple Forms 
Yes-Not Specified
37.5% 41.7% 
125%
12.5% 20.0% 
0% 1.7% 
12.5% 16.7% 
25% 11.7%
Ethnicity White British 
White Irish 
White Other 
White & Asian 
Indian 
Asian Other 
Other
62L534 83.334 
0% 1J%  
25% 6.7% 
0%
0% L7% 
12.5% 1.7% 
0% 33%
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Appendix 13: Correlation Matrix of Relationships between Casuals Beliefs & Subscales of 
the PMDQ
Identity
Timeline
Chronic
Consequ
-ences
Control
Personal
Control
Therapy
Control
Drugs
Cohere
-nee EmotionStress/
Worry 0.045 -0.019 0.098 0.134 -0.154 -0.100 0.037 0.085
Chance or 
bad luck -0.015 -0.007 0.024 -.202(3 -0.064 -0.057 -0.021 -0.053
My family's 
behaviour 0.067 -0.083 0.010 0.036 0.019 0.134 -0.043 -0.033
Alcohol 0.011 0.182 0.055 -0.168 -0.137 0.038 0.067 0.023
Family
problems -0.090 0.015 -0.057 -0.105 0.030 -0.011 -0.064 0.005
My
jDersonality 0.160 0.119 0.179 0.030 0.095 .198(3 0.088 0.055
Lack of 
friends 0.028 0.140 0.166 -.254(*3 -0.133 -0.046 0.081 0.045
The death of 
a loved one 0.021 0.113 0.055 -0.001 0.054 -0.031 0.102 0.108
Thinking 
about things 
too much
0.141 0.054 .205(3 0.126 -0.070 0.183 0.158 .286(*3
Being bullied 
at school 0.002 0.038 0.111 0.130 0.028 0.078 -0.003 0.163
It runs in my 
family -0.007 0.131 0.002 -0.010 -0.064 0.074 0.115 0.064
My own 
behaviour 0.092 0.111 0.121 0.095 0.093 0.052 -0.073 -0.078
Money
worries -0.061 -0.012 0.062 0.092 -0.025 0.036 0.058 0.038
Overwork -0.096 -0.090 0.096 0.162 0.012 0.024 0.130 0.136
Taking elicit 
drugs -0.010 0.157 0.059 -0.055 0.030 -0.016 0.019 0.114
A brain
abnormality/
damage
-0.123 0.094 -0.065 -0.007 0.153 0.068 0.073 0.009
A chemical 
imbalance in 
the brain
0.080 0.098 0.084 0.049 0.070 .394(*3 0.145 0.027
My
upbringing 0.082 0.111 0.183 0.141 0.015 0.088 -0.101 0.045
**. Correlation is significant at the 0.01 level (2-tailed)
*. Correlation is significant at the 0.05 level (2-tailed)
